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against pre-natal bacteria 


From the very moment of the baby’s birth, Baby-San — purest 
liquid castile soap — contributes to the infant’s welfare. 
Gently, it removes the vernix, leaving the skin free from possi- 
ble pre-natal bacteria which often cause pemphigus and im- 
petigo. In the daily bath, Baby-San cleanses quickly . . . leaves 
an olive oil film to prevent dryness. With Baby-San your nurs- 
ery is protected. Years of usage have proved its merit. 


No other soap keeps the baby’s skin so healthy. That’s why 
Baby-San — dispensed from the Baby-San Dispenser* — is 
the choice today of 75% of the nation’s nurseries. 
* Furnished free to quantity users of Baby-San 
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George Robert White Memorial Building 


NATHANIEL W. FAXON, M.D. 


the Massachusetts General Hospital funds for 

the erection of a “Building of major importance 
to the hospital” in memory of her brother, George 
Robert White. Delayed by the depression years, 
work on this building was begun on August 18, 
1937. The dedication of this splendid addition to 
the facilities of the Massachusetts General Hos- 
pital took place on October 16, 1939, the anni- 
versary of that momentous October 16, 1846, when 
the use of anesthesia was first demonstrated in 
the operating room of this hospital. 


[: 1930 Mrs. Harriet J. Bradbury bequeathed to 


The new building is fourteen stories high, of a 
light gray brick which closely resembles in tone 
the granite of the old Bulfinch Building. It is 
designed in clean cut masses and large finely pro- 
portioned window openings, without cornices or 
any form of ornamentation, and by its size and 
simplicity it dominates and at the same time 
unifies the entire hospital group. 


The building is in the shape of a cross, the 
principal section running north and south, the 
other east and west. This shape reduces the ap- 
parent bulk of the building and preserves the 
greatest amount of light and air to the older 
buildings around it. 


The George Robert White Building has made it 
Possible to assemble the scattered surgical wards 
and bring them under one roof, with the facilities 
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they use. Similarly, medical patients will be con- 
centrated in the Bulfinch Building. The George 
Robert White Building and the Bulfinch Building 
will house the majority of the patients who do 
not enter the Phillips House or the Baker Me- 
morial. This will represent a fundamental change 
in the arrangement of hospital facilities, a change 
which is expected to produce better care of 
patients. 


The building is of fireproof construction and all 
materials have been selected to give long service 
with low maintenance cost. All ceilings are of 
sound deadening material and are removable to 
allow servicing of pipes and electrical wiring. 
Kitchen and utility room equipment is largely of 
stainless steel. A pneumatic tube system with 
the central station adjacent to the record room 
provides quick transmission of records, messages, 
and even medicine to any floor. 


Basement 


The basement contains kitchens for serving all 
patients in the General Hospital as well as doctors, 
nurses, and employees, each group having a sepa- 
rate dining room. A pay cafeteria for employees 
and visitors to patients is also provided. 


Floor I 


On the first floor is the main entrance to the 
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hospital, with waiting rooms and information 
desk. Beyond this are the administrative offices 
and nursing offices. To one side of the main en- 
trance is the ambulance entrance to the accident 
room and emergency ward. 


Floor II 


The second floor is occupied entirely by the 
x-ray department serving the General Hospital 
and out-patient department. <A one million volt 
x-ray generator has been developed by the Massa- 
chusetts Institute of Technology, with the aid of 
a grant from the Godfrey M. Hyams Trust, and 
has been presented to the Massachusetts General 
Hospital for use in cancer therapy. This machine 
will be used also for the treatment of patients 
from the Phillips House and Baker Memorial Hos- 
pital. 


Floors III and III-A 


The next two floors, III and III-A, are for oper- 
ating rooms. The third floor contains only oper- 
ating, anesthesia and sterilizing rooms and admit- 
tance is restricted to doctors, nurses, and others 


George Robert White 
Memorial Building 
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directly participating in operations. Floor III-A 
provides overhead balconies for the viewing of 
operations by visiting physicians and medical stu- 
dents. Dressing rooms for staff nurses and order- 
lies, a large surgical dressing room or central 
supply room where all sterile supplies for the Gen- 
eral Hospital will be made, and a teaching amphi- 
theatre extending through two floors, seating 100 
persons, are located on this floor. All operating 
rooms are air conditioned. From the central sup- 
ply room dumb waiter service goes to each floor 
so that sterile supplies, trays, instruments, etc., 
can be sent quickly when needed. 


Floor IV 


The fourth floor contains the offices of those 
members of the staff on a full time basis, and the 
research laboratories of this department. 


Floors V to IX 


The remaining eight floors are for patients, thus 
placing the wards well above surrounding build- 
ings so that patients get a maximum of sunlight 
and air. The fifth floor, with 52 beds, is for ortho- 
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pedic and fracture cases. The next four floors, 
the sixth, seventh, eighth and ninth, are for pa- 
tients with general surgical conditions. In each 
east wing is a ward of 16 beds divided by parti- 
tions into four 4-bed units, while each west wing 
has a similar ward of 12 beds which may later be 
increased to 16 beds. Each southern wing pro- 
vides six single rooms for the care of very sick 
patients. At the end of each wing is a large, well 
lighted solarium. 


Floor X 


The tenth floor, with 27 beds, is for urological 
patients and has two rooms for cystoscopies and 
minor operating use. 


Floor XI 


The eleventh floor, also of 27 beds, is for the 
neurological and neurosurgical services, a com- 
bined service which experience during the past 
years has shown to be advantageous. 


Floor XII 


The twelfth floor provides 17 single rooms for 
the isolation of patients who have developed con- 
tagious diseases while in the hospital or who need 
to be isolated because of their medical or surgical 
condition. 


Pent House 


In the first story of the pent house over the 
twelfth floor are housed the telephone switch- 
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SOLARIUM 


board and automatic telephones. The top story 
contains elevator, machinery and ventilating fans. 


Bed Capacity 


The total number of beds provided in the build- 
ing is as follows: 


Orthopedic and fracture beds...... ia 
General surgical beds................. 144 
a or sne been cceewens 27 
Neurological, neurosurgical beds....... 27 
es 6 eta eda caew ee anens 17 
pe eee Cr ere 27 

ee OE OC e ee LS 294 


This represents normal use of facilities but op- 
portunity exists for the emergency increase of 
over 100 hospital beds. 


The total capacity of the General Hospital will 
now be 469 beds; that of the Baker Memorial 284, 
and the Phillips House 101, a total of 854. 


Cost of Building 


The total cost of the building was $2,545,969. 
This includes: foundations; entire building; heat- 
ing; plumbing; electric work; lighting fixtures; air 
conditioning; ventilating; refrigeration; kitchen 
equipment; ovens, kettles, fryers; ranges, steam- 
ers, broilers; ice cream machinery; sterilizers; 
operating lights; architects’ and engineers’ com- 
missions; clerk of works salary. 


Total cubage of building is 3,343,800 cubic feet, 
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Waiting Room in the George Robert White Memorial 
Building 


so that the cost per cubic foot is $.7614. Patients’ 
wards occupying part of the first floor and all of 
the floors from the fifth to the twelfth, inclusive, 
have a cube of 1,290,300 cubic feet and cost 
$982,434. The remaining 2,053,500 cubic feet, 
costing $1,563,534, provide space for machinery 
in the sub-basement, kitchens, dining rooms, 
offices, x-ray, operating rooms, and laboratories. 
Since there are 294 beds the cost per bed, if the 
total cost is used, is $8,659, or if only the cost of 
that portion used for wards, $3,341. Since many 
of the facilities such as kitchens, dining rooms, 
x-ray, are for the whole hospital the proper cost 
per bed is somewhat between these figures. 


The George Robert White Building is a mag- 
nificent addition to the Massachusetts General 
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One of the wards in the George Robert White Sinai 
Building 


Hospital. It will not only provide more comfort- 
able accommodations for the patients but should 
also make it easier to provide better care for 
them. Only 17 beds have been added for the care 
of General Hospital patients since it was planned 
rather to emphasize better care than to provide 
beds for larger numbers. 


The Massachusetts General Hospital has al- 
ways stood for service to its community. With 
the Bulfinch Building for medical patients, the 
White Building for surgical patients, the out- 
patient department, the Baker Memorial for pa- 
tients of moderate means, and the Phillips House 
for private patients, with its large and devoted 
staff of doctors and nurses, it is well equipped to 
continue this service. 
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The Hospital Administrator: Boss or Organizer 


MICHAEL M. DAVIS, Ph.D. 


out of a long tradition of charitable service, 

running back to medieval times. Two gen- 
erations ago our hospitals were for the poor only 
and their income was almost entirely from private 
charitable gifts. The operation of the hospital 
had little if anything to do with the direct crea- 
tion of income. The interests of the administrator 
were directed almost entirely to problems of in- 
ternal management. The traditions governing the 
management of personnel involved some admix- 
ture of military discipline with some unpaid and 
much low paid service, justified or extenuated as 
in the spirit of charity. 


T= American hospital of today has grown 


Hospital Income 


The hospital of today is radically different. A 
large part of its income is derived from the oper- 
ations of the hospital itself, namely, from paying 
patients. In the older hospitals along the Atlantic 
seaboard and in some teaching centers elsewhere, 
from one-half to two-thirds of the income is 
derived from paying patients, but elsewhere in 
the United States the majority of voluntary: gen- 
eral hospitals derive more than two-thirds of 
their income from paying patients, the average 
figure in some states reaching 80 or 85 per cent. 


New Functions and New Policies 


Motives other than charitable service to the 
poor are now weighty elements in determining 
hospital policies. The interests of medical service 
itself have become paramount. The hospital is 
recognized as a center of diagnostic and thera- 
peutic service for the public and of educational 
service to physicians, nurses, and other profes- 
sions and vocations. The element of community 
service has also become important, involving the 
place of the individual hospital in a network of 
relationships with many agencies in government, 
industry, education, and social welfare. 


How do these new functiuns and policies of the 
hospital affect the functions and the education of 
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the hospital administrator? Formerly he might 
have been described as the boss of the employees 
of an institution, separate from the medical staff 
and subject to the board of trustees. The duties 
of the board were twofold: to supervise him in 
the internal management of the institution; and 
to maintain a flow of charitable gifts to current 
expenses or to endowment. Nowadays the hospital 
administrator needs to be more of a manager and 
less of a boss in the internal affairs of the institu- 
tion. The employed personnel has become larger 
and much more complex. Some of the personnel 
are of professional and technical grades and the 
less skilled personnel, whether organized in unions 
or not, must be accorded wages and working con- 
ditions comparable to those available in well-run 
commercial or industrial establishments. In rela- 
tion to the medical staff the administrator is a 
diplomatist who represents the Board as an am- 
bassador represents a government. 


The Hospital’s New Public Relations 


I shall not dwell on these changes in internal 
administration because more novel and important 
developments have taken place during the present 
generation in the public relations of the hospital. 
Nowadays the hospital administrator is involved 
in three new and significant sets of public rela- 
tions, all of which have some bearing upon hospi- 
tal efficiency from the service standpoint and a 
large bearing upon hospital income. These new 
public relations are (1) to plans of hospital care 
insurance (group hospitalization) ; (2) to local 
and state governments paying tax funds to volun- 
tary hospitals for the care of persons who are 
public responsibilities; (3) to the medical staff, 
or sometimes to the local medical profession of 
which the medical staff is a part. 


Hospital care insurance has become an impor- 
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tant source of hospital income in many cities. A 
good deal of the income from the hospital service 
plans would have come to the hospital anyway 
from private or semi-private patients, but some 
of it, an unknown but real percentage, is from 
people who otherwise would have paid only a ward 
rate, and perhaps not that. The income from hos- 
pital service plans is a stabilizing as well as a 
considerable element in the hospital balance sheet. 


Hospital Service Plans a Social Movement 


Hospital service plans are not merely a source 
of hospital income. They are a social movement 
towards making medical care more available 
economically to people of moderate and small 
means. This movement is extending in various 
directions. It may soon extend to ward as well 
as to semi-private care. It may come to include 
the services of physicians as well as the hospital 
bill. It will be closely related with plans providing 
complete medical care. It is already related with 
such plans in a few communities. There can be no 
doubt that enabling people to put uncertain and 
unpredictable sickness bills into the regular fam- 
ily budget increases their power to pay the costs 
of sickness. Everything that works in that direc- 
tion is, as far as finances go, a good thing for 
hospital income. 


From the standpoint of the administrator, the 
development of hospital service plans involves 
him in a set of public relationships. He must work 
in cooperation with other hospitals. His partici- 
pation in designing, promoting, and administering 
these plans will greatly affect their efficiency, the 
direction and rate of progress. To participate 
wisely, the hospital administrator must study this 
and other new plans of organized medical care, 
for his effectiveness in shaping this movement 
will depend upon his degree of understanding. 


It may be that the hospital service plans will 
soon follow the example of the contributory 
schemes in England in which the subscribers 
commonly have direct representation on the man- 
aging boards of the plans through representa- 
tives of their own choosing. Such a development 
in this country seems likely on the general ground 
that the American people are more and more in- 
clined to expect representation in organizations 
which are spending their money. Such represen- 
tation of subscribers will make fuller demands 
upon the understanding and the cooperative 
powers of the administrator. 


Comparison of Total Government Payments to 
Total of Charitable Gifts 

Payments by local and state governments to 

voluntary hospitals for the care of needy per- 
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sons now exceed the total of current charitable 
gifts to voluntary hospitals. Through the joint 
work of the American Hospital Association and 
the American Public Welfare Association policies 
have been developed for the effective, nonpolitical 
use of such tax funds. The use of local and state 
funds to pay for out-patient service to needy per- 
sons may also be coming along. We already find 
this in several large communities and as a state 
policy in Pennsylvania. 


While the use of tax funds as a source of volun- 
tary hospital income requires reasonable efficiency 
in the internal operation of the hospital, it de- 
pends even more upon the maintenance of public 
relations. As with the hospital service plans, the 
administrator of a hospital must work with other 
hospitals in order to make local governmental 
payments effective. The hospitals must do col- 
lective bargaining with the governmental unit 
which is to pay them. They must not engage in 
competitive bidding. They must agree on a suf- 
ficient uniformity in their accounts so that cost 
figures that will stand the test of public inspec- 
tion can be used as a basis for asking compensa- 
tion from the government for the care of needy 
persons. In these relations with other hospitals 
and with local or state governments, the admin- 
istrator must again be a public relations man in 
addition to a good institutional manager. 


Medical Relations of the Hospital 


Finally, the medical relations of the hospital 
are immensely more important and more complex 
than formerly. They are more complex because 
the equipment and personnel of medicine are im- 
mensely more varied and more costly than even 
one generation ago. These medical relations are 
also extending beyond the bed case in the hospital 
itself. More and more is it recognized both by the 
informed public and by the medical profession 
that the hospital and its associated clinics are 
the medical service centers of the community. 
Before this audience I do not need to elaborate 
the point. 


’ 
4 


Upon one consequence I will dwell because it is 
something that will worry many of us during the 
next few years. The obligations of the hospital 
as a medical service center are partly to the 
public and partly to the profession of medicine. In 
the long run these two obligations merge. This 
joint obligation requires that the hospital serve 
as the continuing educational center for all quali- 
fied members of the medical profession. The doc- 
tor who is cut off from hospital or clinic affiliations 
cannot keep up to date no matter how well he was 
trained in medical school. Few men can spend 
years in isolated practice, deprived of oppor- 
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tunities for frequent cooperative work with other 
physicians and of the equipment and laboratory 
facilities of a hospital and clinic, without slipping 
too far behind the times to be able to supply the 
kind of service which the public has the right to 
demand of every physician today. 


The Hospital’s Obligation to Function as a Service 
and Educational Center 


At the present time, in the majority of our 
larger cities, a considerable proportion of the 
local medical profession have no hospital staff 
privileges. From 30 to 50 per cent of the profes- 
sions in some large cities are in this position. The 
leading hospitals have developed their professional 
organizations and their quality of service, their 
contributions to medical science, largely through 
careful initial selection of their professional 
staffs and through the progressive improvement 
of staff organization. Are we to ask our best hos- 
pitals to sacrifice their hard-won standards by 
unrestricted staff admission of the medical Tom, 
Dick, and Harry? No! Nevertheless the obliga- 
tion remains, that hospitals shall function effec- 
tively as the service and educational center for 
the medical practice of the community. 


How shall this obligation be met? The problem 
is to open the clinical and educational facilities of 
the hospital and the out-patient department more 
widely to the rank and file of the local medical 
professions without lowering hospital standards 
and without complicating hospital administration 
unreasonably. Physicians who are in general 
practice, or who are doing general practice along 
with some work in a specialty, should have oppor- 
tunity to work in a hospital and clinic, doing diag- 
nostic or treatment work within the scope of their 
professional competence as judged by the hospi- 
tal’s medical board. 


The effectuation of this policy must be gradual. 
It will necessitate joint as well as individual action 
by the hospitals of a community. Its development 
may require various intermediary measures, each 
appropriate to certain local conditions. One of 
these measures may be diagnostic clinics for pay- 
ing patients of moderate means. Another may be 
the expansion of out-patient services with pay- 
ment to physicians. The solution of the problem 
will be aided when the hospital makes available 
in its own building, or in an adjoining structure, 
offices where physicians of its staff may see pri- 
vate ambulatory patients. It will be further fa- 
cilitated when the hospital and its out-patient 
department associate themselves with organized 
plans of medical care paid for by taxation or by 
insurance. 


In general the solution will be facilitated by 
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every policy which broadens the community servy- 
ice of the hospital. On the other hand, the problem 
will be more difficult in hospitals in which the 
medical organization is primarily set up for teach- 
ing undergraduate medical students. The problem 
will be insoluble in hospitals which are and which 
insist on remaining the private practice preserves 
of a few selected physicians. 


Three Policies That Must Govern Hospital 
Medical Staff Relations 


Three policies must govern: (1) the hospital 
must retain the control of all medical staff ap- 
pointments; (2) the hospital must maintain con- 
trol of its professional standards through the 
continued existence of a medical board, or staff 
executive committee, upon which the primary re- 
sponsibility for formulating these professional 
standards must rest; (3) physicians admitted to 
the staff must be admitted to in-patient or out- 
patient privileges which are clearly defined as to 
the scope and kinds of medical or surgical work 
which each physician may undertake. 


Vested interests on the part of senior staff 
members who do not wish to see their staff serv- 
ices or their private practice diluted by any staff 
enlargement should not be allowed to stand in the 
way of a policy which is necessary for the sake 
of both the profession and the public. 


It is important to appreciate that in every com- 
munity with more than one hospital, the broaden- 
ing of staff privileges cannot take place effectively 
in any one hospital alone. Here, as in connection 
with hospital service plans and with financial re- 
lations with government, the hospitals of a com- 
munity need to work together. A central body in 
which the hospitals and other community inter- 
ests are represented is necessary to plan the way 
in which the facilities of the hospitals can be 
made of widest use to the local medical profession 
as well as to the people in general. 


A word should be said at this point about the 
differences between the general hospitals in the 
United States and Canada and those in Europe. 
The typical hospital abroad is a hospital which 
has either a limited visiting staff like the English 
voluntary hospitals, or a full-time salaried staff 
like the great majority of the hospitals in all con- 
tinental countries and like the municipal and coun- 
ty hospitals in Great Britain. In America we have 
gone further than any European country in mak- 
ing the hospital a center of medical practice and of 
avoiding the division of the medical profession 
into two sets of physicians: one favored set who 
do practically all the in-patient and out-patient 
work in the hospitals and who are specialists in 
their private practice if they have any; and an- 
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other set of physicians who are general practi- 
tioers and who are cut off almost entirely from 
hospital and clinic opportunities. In many small 
cities in the United States we have identified the 
local general hospitals with the medical practice 
of the community because nearly every physician 
has some hospital privileges. In the larger cities 
and especially in the pace-making hospitals asso- 
ciated with teaching institutions, it has been nec- 
essary, during the formative period of the modern 
hospital, to move away from this wholesome inte- 
gration between hospital practice and general 
medical practice. Now it is time to broaden serv- 
ice, without losing the professional or administra- 
tive standards that have been won. 


The hospitals of the Eastern seaboard, and 
especially those of New England, are much better 
rooted in the traditions and the practice of com- 
munity service than are those of almost all other 
sections of the country. They are in a better 
position to take leadership in these matters, and 
will be living up to the fine traditions of their 
past as they do so. 


Role of the Administrator in the Solution of the 
Hospital’s Problems 


You will notice that I have no detailed blue- 
print for a solution, for the solution will vary in 
detail in different hospitals and communities. But 
I hold the conviction that a solution must be found 
and that the imagination and ingenuity of Amer- 
ican hospital administrators will find a solution 
appropriate to our American system. 


These thoughts lead finally to some comments 
on the education of the hospital administrator. I 
have had some practical experience with this mat- 
ter, as you know, in leading for several years the 
original Institute at Chicago, which might be 
called a “refresher postgraduate course”; and in 
establishing the graduate course in hospital ad- 
ministration at the University of Chicago. As a 
result of this experience, I have come to three 
main conclusions. 


1 We should shape, and every few years 
we need to reshape, professional education in 
terms of the changing demands which are 
made upon the profession. There is always a 
tendency for us older fellows to want to teach 
the things that have been important to us; 
whereas what we ought to emphasize, with- 
out ignoring the past, are the things that will 
be important during the next 10 or 20 years 
to the young men and women who are now 
entering the field. 


2 It is not important, and it is often futile, 
to teach techniques. Except for a few basic 
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techniques which are really working tools, 
the young administrator needs chiefly to ac- 
quire ideas and understanding about his job, 
and to learn, not the answers to problems, 
but how to analyze and solve problems. 


3 The selection of the young men and 
women for specialized education is as impor- 
tant as the course of education itself. If you 
have a flower garden, pick out the right seeds 
before you start planting and cultivation. 


What the Hospital Administrator Must Know 


The hospital administrators in the United 
States in the middle of the twentieth century will 
need to be good institutional managers, as their 
predecessors were. They must know how to guide 
(rather than to boss) the departmental heads and 
technicians who do the detailed work. They must 
be able to evaluate this work in terms of its effi- 
ciency and its economy. Without becoming ac- 
countants, they must know how to design and to 
enforce a budget and how to appraise a balance 
sheet. 


The hospital administrator must be also an or- 
ganizer of medical services. He must, in conjunc- 
tion with his own medical staff, his board of 
trustees, and with other hospitals, study the 
medical services of his community, asking the 
questions, How can these be improved through the 
hospitals? How can they be improved through my 
hospital ? 


The hospital administrator must likewise be a 
leader or at least an engineer of public relations. 
While he must continue to give attention to 
economy in hospital expenditure, he must give 
much more attention to sources of hospital in- 
come, and must appreciate that hospital income 
is more dependent than ever before on the policies 
of hospital operation and upon the public rela- 
tions of the institution. 


Elements in the Education of the Hospital 
Administrator 


In the education of hospital administrators, 
therefore, great emphasis must be laid on the 
study of the sources of hospital income, of the 
community organization of medical services, of 
new plans of public medical care and voluntary 
health insurance, and of handling public rela- 
tionships in general. 


In the main the trends of hospital work which 
I have been describing will enhance the value of 
the administrator who is also a physician, al- 
though there will still be room for some capable 
men and women who do not hold a medical degree. 
Business sense (rather than mere business tech- 
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nique) will remain important for the administra- 
tor. Personality, imagination, and ability to deal 
with people will continue to be the basic qualities 
requisite for an organizer and an effective ex- 
ponent of public relations, such as hospital admin- 
istrators need to be. 


I entertained myself recently by looking up 
some of the old programs of the American Hos- 
pital Association. Thirty years ago the Association 
met in St. Louis. I canvassed recently the pro- 
ceedings of that session, held on September 21-238, 
1910. That meeting contrasts with recent annual 
conventions of the American Hospital Association. 
Partly the contrast is that between a small body 
and a large one. In 1910 the whole assemblage 
could easily meet in any room. It was only be- 
ginning to have an exhibit, and that an inconsid- 
erable one. But there is a more significant con- 
trast in the subjects dealt with. At the 1910 
session there were approximately 20 papers or 
reports presented. Six related to strictly internal 
problems of institutional management; 4 to hos- 
pital construction; 3 to organizational questions 
of the American Hospital Association itself; 2 
dealt with more or less technical problems of nurs- 
ing. Of the remaining 4 papers, one discussed 
raising funds for voluntary hospitals and was con- 
fined entirely to the question, “How to get money 
from individual givers.” Two papers discussed the 
hospitals’ relations to organized private charity. 
Just one paper took up what we would now call the 
public relations of the hospital. This paper cen- 
tered on the place of voluntary as contrasted with 
tax-supported hospital services. In the two round 
tables which were conducted, the emphasis was 
entirely on internal questions—the supply of 


housekeepers; laundry management; “Is a medi- 
cal staff a vital necessity to a small hospital?”; 
the appointment of interns; fire drills; wall ma- 
terials; and “How can we best drive out rats?” 


The Leadership of the Hospital Administrators 


In the convention programs of the last few 
years, hospital housekeeping, wall materials, laun- 
dries, etc., necessarily continue to be discussed in 
numerous papers and round tables, and the ex- 
hibits largely present these aspects. But instead 
of one paper in 20 on the public relations of the 
hospital we have a large part of the whole pro- 
gram devoted to broad questions of hospital 
policy, medical organization, and public relations. 
I do not remember any recent program which 
discussed driving out rats, except in political in- 
stitutions. The actual interests of the hospital 
world have shifted in emphasis within a genera- 
tion. What happens within the four walls of the 
institution is now seen to depend very largely 
upon what happens outside. In the leadership of 
the hospital the boss who knew what to do and who 
told subordinates when to do it must give place to 
men and women who will be leaders rather than 
autocrats, who will know how to find the answers 
to internal and external problems, rather than be 
oracles who are supposed to have all the answers 
cooked and ready to serve. There are hospital 
trustees who will not employ such an administra- 
tor. There are medical staff members who would 
not know how to work with him. But the times 
demand such leadership on the part of hospitals; 
and the times will bring to the fore the men and 
women who can take advantage of the opportu- 
nities which the present now offers to the future. 
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Medical Care for the American People 


‘Socialized medicine, just as an abstract term, 
means something different to each man or woman 
who looks at this page. For some it arouses aver- 
sion which amounts to a phobia; for others it 
stirs enthusiasm which reaches fever heat. Both 
extremes support their beliefs with the zeal of 
crusaders. From neither can we expect to get the 
common-sense help which will show physicians 
and health officers, educators and government of- 
ficials, employers and employes, philanthropists 
and legislators how to provide the services, which 
the medical practitioner and hospital represent, to 
the public which the patient represents. 


“To forecast exact future developments of med- 
icine and public health in the United States would 
be impossible; but there are few who would deny 
that the ultimate objective must be to make the 
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benefits of modern medical science available to all 
of our people. 


“Physicians must function today as our democ- 
racy functions, where multiple dwellings in 
greater numbers than single-family cottages are 
the homes of the people; where factories and 
huge office buildings in greater numbers than 
small shops are the work places of the people; 
where transportation and communication must be 
reckoned in terms of the speed of airplanes and 
the efficiency of electricity; and where scientific 
method has made possible highly organized hos- 
pitals, laboratories, and clinics to supplement the 
skill and learning of the individual doctor.” 


—Ray Lyman Wilbur, M. D., 
President, Leland Stanford University. 
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memorating National Hospital Day, May 12, 

by the dedication of a monument to Jane 
Todd Crawford, an early pioneer woman upon 
whom the father of American abdominal surgery, 
Dr. Ephriam McDowell, performed the first opera- 
tion of ovariotomy on this continent. 


T= Indiana Hospital Association is com- 


The tribute to this brave woman and to a great 
American surgeon, who by his knowledge and skill 
established a surgical technique upon which 
American abdominal surgery has been founded, 
is most appropriate. It is fitting that one of our 
great state hospital associations should choose 
National Hospital Day to honor both this pioneer 
woman and a pioneer surgeon. 


Dr. A. Merrill Miller, a prominent Illinois physi- 
cian, in an address before a medical society relates 
this interesting story of Jane Todd Crawford and 
Dr. Ephriam McDowell: 


“This narrative supplies, in part, the story of 
a brave surgeon and a courageous woman. It has 
to do with the first successful ovariotomy per- 
formed in the world’s history. 


“That medicine should have been so tardy in 
recognition and remembrance of an event having 
such vast importance in medical history may well 
be ascribed to conditions of early frontier days, 
when there were few opportunities and little de- 
sire to record current events. Yet this operation 
of ovariotomy by Dr. Ephriam McDowell on Jane 
Todd Crawford, early in the nineteenth century, 
was the very beginning of abdominal surgery and 
the first recorded case of its kind. Dramatic, far 
reaching, incalculable were its benefits to the hu- 
man race. 


“Much is known and permanently recorded of 
Dr. McDowell’s life. Strange that the woman 
who by her courageous consent to undergo the 
Operation made this momentous event possible 
Should receive such scant recognition. It would 
seem, then, that it should not detract from the 
greatness of Dr. McDowell to confer appropriate 
honors upon Jane Crawford. 


“The operation was performed on Christmas 
Day, in 1809, at Danville, the first capital of Ken- 
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National Hospital Day in Indiana 


tucky, a town well on the western frontier. It 
was a complete success as measured even by our 
present standards—the patient living some 32 
years and died at the age of 78. 


“Dr. Ephriam McDowell, father of surgical 
gynecology and founder of abdominal surgery, 
was a native American of sturdy Presbyterian 
stock whose family migrated to Virginia from 
Scotland to secure religious freedom. No wonder, 
then, that this man was a strong, resourceful in- 
dividualist. Probably he would be accused of 
“ruthless individualism” today. His early train- 
ing was as good as limited opportunities afforded. 
He was without formal medical education, as we 
understand it now. For two years he worked 
with and in the office of Dr. Humphrey, an out- 
standing practitioner of Staunton, Virginia. Later 
he spent two years in Edinburgh, then the ac- 
knowledged medical center of the Old World. The 
course was not correlated and no degree was 
awarded. During this time he became an extra- 
mural student under the brilliant, militant John 
Bell. Dr. Bell was probably the outstanding med- 
ical teacher and strongest character of his day. 
This likely accounted for the fact that he was 
not included in the conservative university group. 
He exercised a strong influence upon McDowell, 
whose keen receptive mind appreciated the vaiue 
of Bell’s thinking and teaching. 


“Dr. McDowell returned to Danville and started 
to practice in 1795. He was the first and for 
many years the only surgeon in Kentucky. His 
great moment came in 1809, fourteen years later. 
The patient was Jane Crawford. Her home, at 
the time she was first seen by Dr. McDowell, was 
sixty miles from Danville on what was known as 
Caney Fork, a small stream so named because of 
heavy cane growth along its banks. 


“Mrs. Crawford was thought to be pregnant and 
long overdue, when Dr. McDowell was called to see 
her. After a thorough examination and basing his 
conclusions on the teaching of Bell, he diagnosed 
an ovarian tumor. What should be done? A sur- 
gical removal had never before been attempted, 
and without treatment only invalidism awaited 
the patient. Being careful to explain the nature 
and seriousness of the disease and that there was 








27 








Drawing of the monument which will be erected by the Indiana Hospital Association 


no precedent to lean upon, he nevertheless prof- 
fered his services in an attempt at removing the 
tumor, well knowing the difficulties before him. 
This courageous gesture was promptly met with 
equal fortitude by Mrs. Crawford—who at once 
consented and with inflexible courage urged speed 
to undergo “the experiment” thus well deserving 
the happy outcome, which stamped her with more 
cause for recognition than she received either in 
life or in death. 


“Accordingly, in a few days she set out on 
horseback for Danville. We have no details of this 
sixty mile trek. The road over which she traveled 
has been officially designated by Kentucky as the 
“Jane Todd Crawford Trail.” Much credit then, 
to the blue grass state for this memorial road. 


“The success of the operation and the prompt 
recovery of Jane Crawford was followed by two 
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similar operations performed by Dr. McDowell. 
It was seven years before McDowell reported the 
three cases. These reports were brief, modest, 
and probably incomplete if judged by present 
standards. When they were placed on record a 
storm of criticism came from Germany, Italy, Eng- 
land and France. Many unjust and malicious at- 
tempts were made to belittle Dr. McDowell’s 
achievement. As near as can be determined his 
thirteen operations of this kind—without anes- 
thesia, antiseptics or the assistance of a trained 
personnel—were followed by eight recoveries— 
truly a marvelous record. 


“The preoperative preparation was a large dose 
of opium, maybe abetted with a little corn whisky. 
There seems no reasonable doubt that Jane Craw- 
ford was operated upon at the home—which was 
also an office—of Dr. McDowell, although the par- 
ticular room is a matter of speculation and deduc- 
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tion. Many attempts have been made by state 
and national societies to purchase and preserve 
this building. No success has come of thesé ef- 
forts and at the present time it is a sorry looking 
spectacle. 


“Tardy recognition came to McDowell in 1825, 
a few years before his death, when he received 
an honorary degree from the University of Mary- 
land. He died after a brief illness in his fifty- 
ninth year. That Dr. McDowell was one of the 
leading citizens of his community may be gath- 
ered from the fact that a church in Danville now 
occupies a plot of ground donated by him, and he 
was one of the founders of Centre College. 


“Let us for a moment review some of the things 
that are known of Jane Crawford. No picture of 
her exists. There has been some difference of 
opinion as to certain dates—not an unusual cir- 
cumstance in early frontier history. Very little, 
if anything, is known of her ancestry, although 
the name Todd was respected and many of that 
name held civil offices of responsibility. It is said 
that Mary Todd Lincoln and Jane Todd Crawford 
were descendants from: brothers—therefore cous- 
ins. This has been denied. 


“Jane Todd was married to Thomas Crawford 
in 1794. There were five children born—all be- 
fore the operation. The eldest son, James, became 
a Presbyterian minister—and on occasions sold 
religious books. He was a small man, no beard, 
bald and had a high pitched voice. He became 
pastor of the second Hopewell church (Presby- 
terian) in March 1834. The ground upon which 
this log church stood had been donated by Wil- 
liams Johnson. To Rev. Crawford we owe much 
of what is authentic of his mother’s history. An- 
other son, the youngest, Thomas H. Crawford, 
served as mayor of Louisville during 1859-60. 


“The Crawfords moved about considerably in 
an effort to better their condition. It is believed 
Mrs. Crawford lived for a time with a son at 
Logansport, Indiana. However, it is certain that 
her later days were spent with her son, Rev. 
James Crawford, near Graysville. 


“There is evidence to show that McDowell did 
not operate upon Mrs. Crawford for several days 
after her arrival in Danville—good surgical judg- 
ment. During this interval he was urged by a 
nephew, Dr. James McDowell and a graduate from 
Philadelphia, to desist from the attempt. How- 
ever, on the morning of the operation Dr. James 
consented to assist in the operation and made a 
part of the incision. Fortunately the tumor was 
without adhesions—this permitted free movement 
and easy removal. During the operative ordeal 
Mrs. Crawford repeated the Psalms. 
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“The steps recorded are as follows: 
Ligation of the tube and ovarian pedicle. 


Evacuation of fluid contents which was de- 
scribed as a ‘dirty gelatinous substance.’ 


Removal of solid portion. 
Replacement of intestines. 


Drainage of peritoneal cavity by turning 
her on the side to facilitate escape of blood 
and tumor contents. 


Closure with interrupted sutures. 


“Time consumed, twenty-five minutes. You will 
agree this is standard technique of today—except, 
perhaps, turning her on the side. 


“The line of incision, nine inches long, was first 
marked with ink. It was somewhat to the left 
of the midline. The weight of the tumor was 
2214 pounds. On the fifth postoperative day Mrs. 
Crawford made her own bed and on the twenty- 
fifth returned home. If Dr. McDowell ever saw 
her again it is not recorded. 


“There is little evidence and no proof, whatever, 
that the house was surrounded by a mob or that 
the sheriff in any way intervened. However, it 
is true that a minister, from his pulpit, busied 
himself with comments on the case that were not 
entirely within the spiritual field. Dr. McDowell 
wrote out a prayer, as was the custom in those 
days, asking guidance in the undertaking. 


“The Crawford family bible in which, no doubt, 
many facts and dates were set down was lost 
in a fire which burned the home of Rev. James 
Crawford near Graysville. This house stood on 
the opposite side of the road but a short distance 
from the Johnson cemetery where the body of this 
heroic woman was buried. Probably no grave in 
all the world has a greater right to merited re- 
membrance—and yet it is comparatively unknown, 
even to members of the nursing and medical pro- 
fessions. Many of us, perhaps, think of impor- 
tant historical spots far removed from our im- 
mediate surroundings—yet, would it surprise you 
to know that the grave of this courageous woman 
is located near the center of population of the 
United States? It is about three miles from 
Graysville, Indiana. 


“The cemetery is still used but ill kept. No one, 
other than the Johnson heirs, seems to have any 
control or concern about its care. Many have 
wondered at this neglect. 


“It is incredible that some suitable monument 
of recognition has not been erected to perpetuate 
reverence for a spot so honored by the earthly 
remains of this heroic woman, saved from in- 
validism by the red magic of surgery.” 
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Voluntary Service in the Hospital 


E. MURIEL McKEE, F.A.C.H.A. 


type of service because it is something 

which one does as a result of a call from 
within oneself. It is a thing of one’s own choos- 
ing and naturally the thing one wills to do brings 
forth the best results. Could there, therefore, be 
any greater gift than that given by the vast army 
of women who are donating their very best tal- 
ents to aid our hospitals. 


V iste. oF ser service represents the finest 


Voluntary workers bring new thought and new 
strength to the hospital; they help to make the 
hard roads easy and the dark places bright. 


Voluntary service can best function in an at- 
mosphere of complete understanding and har- 
mony, and here there is a responsibility which 
involves the board of the hospital, and its repre- 
sentative, the hospital administrator, and the vol- 
unteer group. The name “Aid” or “Auxiliary,” 
which is the usual name adopted by volunteer 
hospital workers, implies the idea that the group 
will be an aid or an auxiliary organized within the 
hospital to do those things which they are 
equipped to do which the hospital most needs and 
which will bring the greatest benefits to the hos- 
pital and the sick whom it serves. The work of 
the aid or auxiliary and that of the regular hos- 
pital staff, should be carefully planned and organ- 
ized to the end that their respective duties dove- 
tail in such a manner as to ensure a well-rounded- 
out hospital service within an atmosphere of 
complete agreement. There should be no possi- 
bility of overlapping of duties which might cause 
friction. One of the first essentials in the suc- 
cess of voluntary service is to put it on a sound 
and systematic basis. To be of any real service, 
voluntary workers must be prepared to carry out 
their duties with regularity and precision. Here- 
in lies the success or failure of the enterprise. 


Exercising Care In the Selection of Officers 
of the Auxiliary 


Like any other organization, great care should 
be exercised in the choice of officers and commit- 
tee convenors. It would seem wise for these of- 
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ficers and committee convenors to hold office for 
a longer period than perhaps is usual. It takes 
a year or two to become familiar with the hos- 
pital work, after which time real constructive 
work can be accomplished. Convenors or special 
committees such as the library group, the aide 
group, the sewing group, and perhaps some 
others, should be selected in light of their spe- 
cial qualifications for their given tasks. Take 
the sewing group for instance: it has been fre- 
quently stated that volunteer sewing groups waste 
material and are actually costly to the hospital. 
This will not be true if there is the right kind 
of cooperation between the hospital’s permanent 
sewing staff and the volunteer staff—if the con- 
venor of the sewing committee understands sew- 
ing and cutting, and has the right kind of person- 
ality to secure the cooperation of her workers. It 
is suggested that where there are three or four, or 
even more, sewing groups, that each group spe- 
cialize and limit its work to certain articles, as 
for example, for children, for the operating room, 
for the out-patient department, the nursery or the 
general ward and so on. I may say that in light 
of personal experience this method works well. 


There should be no class distinction relative to 
membership in the aid or auxiliary. Hospitals 
themselves care for people representing every 
strata of society. Therefore, voluntary workers, 
representative of every group, should be encour- 
aged to seek membership. In my opinion, fees 
should be low enough to make this principle prac- 
tical. The hospital administrator must be careful 
to explain to the aid or auxiliary the code of ethics 
which all hospital workers, voluntary or paid, must 
observe. 


Understanding Your Hospital 
To be interested and successful in one’s work, 
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one must understand it thoroughly, and so, for 
any aid or auxiliary to function well, its members 
must have a thorough knowledge of the workings 
of the hospital it proposes to assist. Here again, 
the hospital administrator plays an important 
role; here, indeed, is a wonderful opportunity for 
the wise administrator to establish a regiment of 
good will envoys. The various groups established 
within the aid or auxiliary should visit the entire 
hospital at least once a year, when structural 
changes, new equipment, and various aspects of 
hospital administration can be carefully explained 
by the hospital administrator. 


In the preparation of the program of the aid or 
auxiliary, a definite place should be allowed each 
meeting for hospital education. Here the admin- 
istrator, or his delegate, may review the annual 
or other hospital reports, or present articles pub- 
lished in hospital journals which would interest 
the group. Time should be allowed for comments, 
questions, and general discussion. In these allot- 
ments, too, heads of the various departments with- 
in the hospital may have an opportunity of dis- 
cussing the special features of their work and 
may also arrange interesting demonstrations. 
What an opportunity for the director of nurses 
to advance the cause of nurse education! And 
so, every department can benefit greatly by this 
contact, and the members of the aid or auxiliary 
will work with renewed energy for a cause which 
they understand and with which they are in com- 
plete sympathy. 


Then, too, the administrator should bring to the 
attention of the organization, the state, inter- 
state and national hospital association meetings. 
He should give some guidance in directing mem- 
bers to the sessions which will be of special inter- 
est to them. The exhibition of hospital supplies 
and equipment which are gathered together at 
these meetings are an education in themselves and 
usually create a lively interest for those who 
attend. 


Organizing the Assignments of Work 


In organizing the assignments of work to vol- 
unteers, the reaction of various individuals to the 
hospital must be given careful consideration. 
There will be some workers who will like actual 
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bed-side contact with patients. These workers 
can be assigned to library work, aide duty, and 
other special duties. They can be organized into 
such a service as the Gray Ladies. They will en- 
joy arranging special treats and parties for the 
patients and will like to assist in the occupational 
therapy department and the various clinics where 
lay workers can function successfully. Then there 
is the group who want to do active service “be- 
hind the lines.” For these workers, there is plenty 
to offer. There is, for instance, the task of rais- 
ing funds. This group could very well take the 
nursing school under its wing. Sewing groups are 
also an excellent channel for service. There is in 
every community a large group of women sym- 
pathetic to the work of the hospital who want 
to signify their loyalty by membership in the aid 
or auxiliary but who, for various reasons, cannot 
participate in active service. Here we can estab- 
lish a most important unit—a public relations 
group, each new member representing a new hos- 
pital contact. If the aid or auxiliary is large 
enough and representative enough it will pick up 
the consensus of opinion within the community as 
regards the hospital. The wise administrator will 
encourage the bringing of comments and criti- 
cisms to the hospital, thus affording an opportu- 
nity to correct the causes of criticism if they are 
existent and correctable, or to reply to unjust criti- 
cisms which are so often simple misunderstand- 
ings easily explained. 


There is no standard set-up as to outline of 
duties or mode of operation applicable to all hos- 
pital aids and auxiliaries. Each group must or- 
ganize according to the needs of the hospital with 
which it is associated. In every hospital the 
avenues of endeavor are many and varied, and 
those seeking to serve can be assured of finding 
the thing to do which appeals to them. 


At a meeting such as the Convention of the 
American Hospital Association which we are all 
privileged to attend and in which we may partici- 
pate, a wonderful opportunity is afforded for ex- 
change of ideas and for discussion of common 
problems. Probably the most important benefit 
is the stimulus which each individual receives as 
a result of actual contact with other workers and 
the realization that all are engaged in a very 
worth while service. 





Nineteenth Annual Observance of 
National Hospital Day 
May 12, 1940 


———— 
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The Future of Social Service in the 
Life of a Hospital 


CONSTANCE WEBB 


gested by this topic of the future of social 

service in a hospital there is a temptation 
to let one’s imagination follow many paths, and to 
indulge in a degree of prophecy which might be 
interesting to attempt, but probably not particu- 
lary fruitful. Likewise many points occur to one, 
which are important aspects of the medical social 
worker’s place in the hospital, but which cannot 
be covered in a short article. Among these, are the 
medical social worker’s focus on her case work 
function ; how she is analyzing and deepening her 
concept of cases work treatment; the part that 
understanding plays in her so called short con- 
tacts—those instances when she meets a patient 
only once or twice, but in those interviews helps 
him meet his problems. These, and many allied 
questions, have been set forth more fully than 
we could hope to undertake here, by such author- 
ities as Harriett M. Bartlett, in her report of the 
Functions Committee; Janet Thornton, in her val- 
uable book, “The Social Component in Medical 
Care”; Bertha Reynolds, in “An Experiment in 
Short-Contact Interviewing”; and in many arti- 
cles in the Bulletin of The American Association 
of Medical Social Workers, and elsewhere. 


BB estes of the almost unlimited scope sug- 


To quote Miss Bartlett, “The activities of med- 
ical social workers are diverse, but experience sug- 
gests that the central and most characteristic ac- 
tivity is the medical social study and treatment 
of the patient in association with the physician in 
the medical institution.” At the end of her report, 
she states, “The future progress of medical social 
work and its capacity for effective service to so- 
ciety depends upon the ability of those practicing 
it to grasp an adequate concept of their function 
and to fulfill it in practice.’” 


In an article commenting on Miss Reynolds’ 
study of case work interviewing, Miss Bartlett 
says: “It is stimulating and encouraging to be 
able now to see many more possibilities of skill, 
and of values to the patient, in the sensitive han- 


_1Bartlett, Harriett M., Medical Social Work, American Asso- 
ciation of Medical Social Workers, Chicago, 1934, 57, 191. 
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dling of even the simplest situation.”? That the 
future of medical social work rests clearly on un- 
ceasing exploration in this area, is obvious. It 
seems safe to anticipate that such exploration will 
continue and spread through the group of prac- 
ticing medical social workers, under the leader- 
ship of these and other gifted members of the 
profession. 


Of great importance, is the question of the place 
to be taken by the medical social case worker in 
the admitting set-up of the hospital. There are 
situations where the medical social worker as- 
signed to that area, is wholly responsible to the 
administration, and others where she is officially 
responsible to the social service department. In 
both cases, she naturally works under the close 
direction of the administration, but, since her 
chief contribution to the process of admission, 
is the use of her skills as a case worker, it seems 
well for her to have a definite integration with the 
social service department so as to keep her social 
emphasis clear. Though one cannot say what 
present studies may show, there are several indi- 
cations that this point of view is growing. 


Cooperating with Other Professions Concerned 
With the Care of the Patient 


With this brief reference to these elements of 
basic importance, let us pass to certain aspects in 
the future picture, which, thus far, have not had 
quite as much discussion, in our professional lit- 
erature. As we become increasingly adept in the 
practice of medical social work, and truly develop 
it as our major function, present trends seem to 


*Bartlett, Harriett M., “What Are the Implications of the 
Newer Concepts of Generic Social Case Work for the Medical 
Social Workers?’ Bulletin of the American Association of Medi- 
cal Social Workers, X (September, 1937), 96. 
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indicate that we shall become correspondingly 
more secure in our coordinated relationship with 
the other professions represented in the medical 
treatment of patients. 


In the past, the medical social worker has, per- 
haps, been so engrossed in finding her way in a 
new and developing profession that she has not 
given sufficient thought to the valuable social con- 
tribution that she may so often call forth from the 
medical, nursing, and other professions which 
have, for such long years, been based on a deep 
concern for the individual patient’s welfare. While 
the medical social worker’s chief emphasis is on 
the “whole patient,” and her training and experi- 
ence has given her skills in serving his environ- 
mental and personality needs, and while the major 
emphasis of each of the other professions is on a 
specific phase of his medical needs, there is a 
broad area in which each may complement the 
services of the other, and thus serve the patient 
more effectively. 


Social workers in all fields have developed better 
skill in sharing case work responsibility in. indi- 
vidual cases, in proportion to their recognition 
of a basic case work concept. It has seemed log- 
ical and clear that at certain points in a given 
situation, the workers in different agencies deal- 
ing with the same person, can best serve him by 
shifting roles of leadership as circumstances dic- 
tate. We see this same process occurring in the 
medical profession, when the internist, for in- 
stance, gives over the center of the stage to the 
surgeon, or to the specialist. His interest does not 
cease or his general responsibility, but for the 
time being, he steps aside, and leaves the main 
role to the other. This interchange among mem- 
bers of the same generic profession seems reason- 
able, desirable, and wholly practical. 


Sharing Case Work with Physicians and Nurses 


As the fundamental social elements in the prac- 
tice of the other professions, such as medicine and 
nursing, are appreciated and accepted by our- 
selves and them, and as we continue to grow in 
security of functioning in our own area, we may 
well look forward to an increasing freedom to 
share case work treatment with them when it is 
Indicated in specific instances in the care of pa- 
tients. A trend in this direction, is evident in the 
discussion of certain cases in the 1934 “Functions 
Study,” which says, “It is, in fact, entirely possible 
for an effective piece of medical social case work 
to be performed without the social worker’s hav- 
ing contributed any direct service herself to the 
patient, all being done indirectly through others 
and yet the whole mass of separate activities be- 
Ing brought together by her so as to form a unit, 
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as is illustrated to a considerable extent in the 
Melic case.’ In this case, the patient, a boy of 
thirteen, who had had an amputation of his right 
arm and part of his left hand, had such fear of 
further mutilation, that it hampered the worker 
in maintaining a satisfactory relationship with 
him at a certain point in treatment. She then 
turned, “with imaginative skill to a handicapped 
physician on the hospital staff who had already 
made a good contact with Mike when he was on 
the ward. This physician then entered the situa- 
tion more as social than medical practitioner. 
With unusual interest and depth of understanding 
he guided the boy and his family through a cru- 
cial period. He helped Mike to make a decision 
regarding buying an artificial arm, shielded him 
from overprotection from others, and stimulated 
him by his attitude toward his own and the boy’s 
disability to return more quickly to normal ac- 
tivity without excessive self-consciousness or feel- 
ing of inferiority. Through his attitude and knowl- 
edge (acquired both through technical knowledge 
and personal experience) the physician helped the 
social worker in her interpretation to the parents. 
Throughout this period the steps to be taken by 
each practitioner were jointly planned. When the 
doctor left the city the social worker was able to 
assume the joint role and carry on the contact un- 
til it was certain that the boy was well readjusted, 
in a healthful social environment, and in touch 
with resources for vocational training.’*® Else- 
where in the report, Miss Bartlett states, “It is 
obvious that the social worker has no monopoly 
of the social function in the institution, that she 
fully recognizes this fact and is making good use 
of the other social resources of the hospital as 
well as being useful to them.” 


As we all become more aware of such opportu- 
nities, and with imagination, clarity of thinking, 
and objectivity are quick to marshal such re- 
sources for the patient, we shall not only help him 
more fully, but shall also more effectively inter- 
pret our work to those in the other professions 
who are equally concerned with a patient’s wel- 
fare, and thus help integrate the efforts of the 
hospital personnel. As this type of interplay 
gradually develops, is it indulging in undue im- 
agination to conceive of a time when medical so- 
cial workers may be used more frequently in the 
private practice of social work? We have all had 
instances when a physician, used to working with 
us in the hospital ward or out-patient department, 
has asked our help with one of his private pa- 
tients. Any consideration of the social compo- 
nent in medical care per se, shows clearly the emo- 
tional element that inheres in illness regardless of 
the patient’s social status, and suggests the value 
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‘Bartlett, op. cit., pp. 107, 108. 





of using the case work relationship between any 
patient and a skilled medical social worker. 


Developing Sound and Effective Relationships 
with Lay People 


A still more immediate question, perhaps, is 
where we are going with reference to developing 
a sound and effective relationship with lay people; 
that part of the public whose thoughtful partici- 
pation in social programs is so vitally essential if 
those programs are to be fully carried forward. 
All our ingenuity and creative imagination will 
be needed in order, in the coming years, to bring 
a wide selection of the lay public into rapport with 
the objectives of an effective medical social pro- 
gram. We are already keenly alert to our need 
for a fuller and more concrete understanding of 
the inter-causal relationship between a patient’s 


physical condition and his environmental and per-. 


sonality adjustment, among those who directly 
or indirectly affect that adjustment. Incidentally, 
only to the degree that the breadth and depth of 
this understanding is furthered among a wider 
group, will there be adequate support, on the part 
of a community, for any real social program. I 
believe that, as medical social workers, we shall 
become increasingly aware of our need to bring 
lay persons, such as volunteers and committee or 
board members, into a closer participation in 
which there may be real understanding of the 
part each can best play in helping patients make 
the best possible use of medical care, and achieve 
the fullest growth as social assets. 


This fuller participation does not mean in any 
way, that the worker is expected to give over to 
an untrained lay person, any of her professional 
responsibility, but rather, that she can, with in- 
terest and imagination, find ways of making the 
social problems she is meeting, much more real 
and vital to more lay people. As she remembers 
the fact that the entire social work profession 
developed originally, because of the insight of lay 
leaders into the social needs of their day, and that 
throughout its history, its growth and develop- 
ment have been fostered by law supporters, she 
will recognize that a cooperative relationship with 
them will be an enormous asset. Increasingly, 
the medical social worker will learn to do better, 
such simple but by no means easy things as find- 
ing concrete pieces of work for a volunteer; de- 
scribing social problems and social work activ- 
ities in clear, every day terms, instead of profes- 
sonal jargon; seeking the layman’s point of view 
on questions of real importance; and keeping the 
layman abreast with the newer aspects of her 
work. In order to learn better how to do this, 
the American Association of Medical Social 
Workers has a national committee working on the 
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problem. It hopes to stimulate the thinking of 
a large number of the membership along this line. 
It would seem that an increased general under- 
standing would prove of inestimable value in fur- 
thering the objectives of doctors and hospitals in 
their tireless attack on disease and its effect. 
Until a social consciousness is brought to bear on 
both the immediate and the fundamental social 
problems which affect our hospital patients, our 
most painstaking efforts are too frequently likely 
to prove unavailing. 


Medical Social Workers in the Public Field 
The degree to which medical social workers are 
being drawn into the public field in social secur- 
ity programs—Federal, state, and local—is stead- 
ily increasing. The medical social worker is 
emerging from her more sheltered position within 
the hospital and out into the broader social pro- 
grams. Greater numbers are being asked to help 
safeguard the understanding provision and the 
intelligent use of medical care. It seems clear 
that in the ensuing years there will be a more and 
more thoughtful consideration of the part medical 
social workers may play in these programs. The 
coming report of the study of the situation, by the 
American Association of Medical Social Workers 
and the American Public Welfare Association, will 
no doubt help us to chart a course more wisely, 
and suggest how case work skills may best be used 

in the various governmental assistance plans. 


This increased use of social workers gives spe- 
cial importance to a question which is not new, 
but one which we may soon need to face more 
definitely than we have. It is that of finding some 
sound basis on which truly qualified social work- 
ers in all the fields can be set apart in some way 
which can be as clearly recognized and under- 
stood by the public, as is the case with doctors and 
nurses. Various professional groups of social 


' workers have organizations which set forth qual- 


ifications and limit membership. Some states have 
experimented with state registration. While one 
appreciates the difficulties and the need to pro- 
ceed slowly and wisely, it does seem reasonable to 
suggest that it is important to give thoughtful 
consideration to some sound plan in the near 
future. 


Another aspect of the picture is, that this en- 
trance of the social worker into the public field, 
in so many governmental jurisdictions, makes us, 
in the United States particularly, realize more 
fully our need and responsibility to improve the 
Civil Service, both as to methods for securing 
qualified workers, and as to honest administration 
in keeping adequate personnel when political skies 
change. : To be sure, we as medical social work- 
ers, cannot hope to accomplish much alone along 
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these particular lines, but if we make real prog- 
ress toward a fuller interpretation of our prob- 
lems to others, it may not be so difficult to achieve 
some results. 


While these points regarding the medical social 
worker’s newer activities may seem to be far re- 
moved from the medical social worker’s role with- 
in the hospital, further consideration of the ques- 
tions would, perhaps, indicate otherwise. It may 
well be quite to the advantage of the hospital to 
have a goodly group of adequately prepared and 
publicly recognized medical social workers active 
in public assistance programs, since many of our 
intramural problems rest for their solution on 
an understanding attitude regarding the medical 
social needs of the recipients of these public 
agencies. 


Trends Requiring the Increasing Attention of 
the Medical Social Worker 


To recapitulate: the trends of today would 
seem to indicate that medical social workers will 
continue to give increasing attention to the fol- 
lowing : 


1 Thoughtful study and analysis of case 
work practice, and steady improvement of 
case work skill; 


2 Appreciation of the part other profes- 
sions in the medical team may play in med- 
ical social case work with patients, and 
greater facility in utilizing those assets; 


3 Enlistment of a widening group of 
thoughtful men and women into an active 
and vital participation in the medical social 
work program; 


4 Flexibility and imagination in making 
medical social case work services effective in 
the general and categorical programs for re- 
lief and health; and 


5 Some means for safeguarding the pro- 
fessional quality of medical social workers 
in the public, as well as in the private field. 


Unfortunately, each of the points mentioned in 
this discussion deserves a much more adequate 
presentation than has been possible in this paper, 
but perhaps just touching these few high lights 
may provoke interest and consideration as we go 
forward. There is great encouragement in the 
constantly growing number of clinicians, admin- 
istrators, board members, and lay people who are 
giving stimulation, advice, support, and service 
in the medical social worker’s effect to improve 
her skills and to make an ever broadening and 
deepening contribution to the patient’s needs. 





Hospital Service Plans in American Life 


David H. McAlpin Pyle, chairman of the Board 
of Directors of the Associated Hospital Service 
of New York, New York City, states: 


“The voluntary nonprofit method of pro- 
viding low-cost protection against the hospi- 
tal costs of unexpected sickness or accident 
has become a permanent part of American 
life. 


“This nonprofit prepayment principle has 
proved its value. It must be considered in 
any action toward providing a broader pro- 
gram of health insurance, for it has success- 
fully demonstrated that the public has the 
ability and the will to protect itself. Here 
in New York we have gone forward with the 
Support of our subscribers, our more than 
270 hospitals and the medical profession. 
Associated Hospital Service has been success- 
ful as a result of this support and the con- 
tinuous cooperation of our member hospitals 
Mm carrying out the service principles of the 
Plan. It gains strength each year, and al- 
though we have gone far, there is room for 
continued progress. 
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“When the plan was organized in 1935, 
there was no charted path to follow. The 
voluntary prepayment method of providing 
hospital benefits had never before been of- 
fered on so large a scale. We had little or 
no actuarial data to guide us.” 


The Associated Hospital Service of New York 
is the largest of the sixty hospital service plans 
approved by the American Hospital Association. 


The enrollment of the Associated Hospital 
Service of New York is more than 1,350,000 sub- 
scribers. Its increase in enrollment in 1939 was 
more than a quarter of a million. In less than 
five years of its operation it has paid 270 par- 
ticipating hospitals in the New York area a total 
of more than sixteen million dollars for hospital 
services rendered to its members; this year the 
payments for this purpose will be in excess of 
eight million dollars. Its year-end financial state- 
ment showed assets of $4,198,220.26, and the 
statement showing the financial condition of the 
Plan, as of December 31, 1939, determined by 
the New York State Department of Insurance, 
lists a surplus of $1,651,249.71 available for the 
added protection of its subscribers. 
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The Ladies’ Auxiliary at St. Mary's Hospital 


MARY L. QUINN 


activities, I will give a brief sketch of the 
foundation of St. Mary’s Hospital and of the 
establishment of the Ladies’ Auxiliary. 


Bective entering upon the subject of auxiliary 


It was to meet the urgent need of hospitaliza- 
tion for the English-speaking Catholics of Mon- 
treal that St. Mary’s Hospital was incorporated 
in 1920 and in 1923 opened its doors to the general 
public with the very limited accommodation of 
50 beds. 


In the meantime, a committee of zealous lay- 
men, recognizing the need for increased hospital 
accommodation for the sick and injured, laid plans 
and devised ways and means to attain this larger 
objective. Finally in 1934, the new 211-bed hos- 
pital was opened. 


St. Mary’s stands in one of nature’s ideal loca- 
tions, on the slope of Mount Royal, facing the 
magnificent landscape of the Laurentian Range, 
away from the noise and bustle of city life, where 
the sick, under skillful medical care, kind sym- 
pathetic and efficient nursing, are given every 
chance to regain their normal health. It is an 
institution. whose services are open to all irrespec- 
tive of race, creed, or financial position. 


In 1924, a group of ladies, realizing that their 
combined efforts would be of material assistance 
to the hospital, organized St. Mary’s Hospital 
Ladies’ Auxiliary—its principal objective being 
“to foster a spirit of loyalty and service to St. 
Mary’s, both in effort and in monetary assist- 
ance.” Imbued with this spirit and inspired by 
past achievements, the auxiliary, under the direc- 
tion of a deeply interested executive board, carries 
on its present work with renewed zeal and devo- 
tion. The committees in charge of the different 
activities are given whole-hearted and generous 
cooperation by the board as a whole. 


The Activities of the Auxiliary 


A brief outline of the activities and accomplish- 
ments of the Ladies’ Auxiliary at St. Mary’s Hos- 
pital will give some idea of what we consider 
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should be the chief concern of a hospital aux- 
iliary. During the year ended April, 1939, the 
proceeds from the annual May Fair and the an- 
nual At Home enabled us to donate to the hospital 
a neurosurgical table, furniture for one solarium, 
furniture for the diatherapy department, five 
dozen folding chairs and two chaise-lounges. Dur- 
ing the year, a substantial contribution was made 
to the social service department of the hospital 
each month, to furnish the patients with medical 
and surgical appliances, which otherwise the hos- 
pital would have been called upon to supply. 


Sixty thousand surgical dressings were made. 
Caps, masks, and overboots for use in the operat- 
ing rooms were provided. Bottles, jars and vari- 
ous containers were collected for the pharmacy 
for use in distributing medicine, etc., to out- 
patients. The hospital committee visited the pub- 
lic patients twice a month and had charge of the 
Christmas entertainment. 


Service to the Out-Patient and 
Children’s Wards 


The Catholic Women’s League, Junior Subdivi- 
sion rendered yeoman service to the hospital in 
the out-patient department and children’s wards. 
Books and periodicals were distributed during the 
year and 16,000 surgical dressings were made by 
this group. A Christmas Tree party for the chil- 
dren in the out-patient department was a great 
success—160 children received gifts and toys. 


The Work of St. Mary’s Maternity Committee 


St. Mary’s Hospital Maternity Committee as- 
sumed the responsibility for the social service 
needs of the maternity section, by furnishing milk 
to undernourished mothers and children supply- 
ing housekeepers and by paying fifty per cent of 
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the salary of the social service worker. Two mem- 
bers of the group report for duty at the prenatal 
clinics to register patients and help the doctors, 
without trespassing the nursing or clinical fields. 
At Christmas, suitable gifts were distributed to 
the maternity patients. The proceeds of their 
major activity, the “Gay Gambol,” held on Feb- 
ruary 17, 1939, netted an amount well into the 
four figures and amply covers the group’s budget 
for the year. This group is responsible for awak- 
ening among the young matrons of our commu- 
nity a keen interest in the field of maternity work 
and child welfare, both in prenatal and postnatal 
care, which bespeaks better babies and definitely 
reduces morbidity and percentage of mother and 
child mortality. 


St. Mary’s Thimble Club 


Of particular interest is the newly organized 
group of teen age girls, calling themselves “St. 
Mary’s Thimble Club,” who under the direction 
of the senior auxiliary “are doing splendid work. 
At Easter, they donated to the nurseries and chil- 
dren’s wards, one hundred and fifty useful and 
dainty hand-made articles. 


Transportation Committee 


A transportation committee was formed during 
the year and many hours of voluntary service were 
given. The social service workers are driven on 
their rounds, patients are driven to and from the 
hospital, to clinics, ete. 


Raising Money For the Building Fund 


St. Mary’s Hospital, in terms of accommodation 
for public and semi-private patients, is again in- 
adequate in. size for the demands on its service. 
The directors hope that with suitable financial 
assistance it may be possible to add a wing, mak- 

_ing available accommodation for a larger training 
school and affording much needed recreational 
facilities for the student nurses, in addition to 
providing space for more beds. 


With this in mind, the auxiliary subscribed to 
the building fund the sum of $1,500. 


The auxiliary possesses a constitution and by- 
laws, which regulate its proceedings. Allocations 
of monies are made after consultation with the 


superintendent, subject to the approval of the 
directors. 


Our work has at all times been very agreeable, 
due to the encouragement given to us by the 
Board of Directors, the courtesy extended by the 
Personnel of the hospital, and the many helpful 
suggestions offered by the Superior, Reverend 


Sister Clair, R.N., and by the members of her 
community. 
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Membership Drive 


Our members, who number 370, cooperate in 
every possible way with the efforts of the execu- 
tive board. We fully realize that an increase in 
numbers must be made and with this objective in 
mind, our membership convenor opened the sea- 
son with the slogan, “Every member get a 
member.” 


Conclusion 


May I respectfully submit what we as an aux- 
iliary conceive to be our chief activities: 


To encourage the enrollment of all desirable 
members possible whose influence and social 
status could be made to best serve the hos- 
pital, and the patient dependent upon it. 


To interest by example rather than precept 
all subsidiary women’s groups in hospital 
work, namely, junior leagues, young women’s 
clubs, associations and societies. Let us not 
forget that the junior members of today are 
the senior members of tomorrow. 


To assist in practical ways the routine of 
the hospital by making dressings, supplying 
special medicines and serums for underpriv- 
ileged in-patients, equipment, linens, drapes, 
furniture, etc., for the hospital and nurse’s 
home. 


To subsidize the medical social service work 
of the hospital. 


To encourage and assist the work of occu- 
pational therapy. 


To encourage voluntary work on the part 
of individual members of the auxiliary 
throughout the departments of the hospital, 
the members always being careful not to en- 
ter fields where special training and profes- 
sional qualifications are imperative and 
clearly defined in the care and treatment of 
disease. 


In keeping with the foregoing the members of 
the auxiliary must bear in mind that its chief 
objective should be to promote better relations 
between the actual public and its hospital, to dis- 
seminate sound propaganda, and collectively and 
individually to become conversant with the opera- 
tion of the hospital, to be prepared at all times 
to refute all and any adverse criticism. 


And in conclusion may I say that if in a busy 
every day world, we find women banded together 
in hospital aids’ associations and hospital aux- 
iliaries, working in kindness, understanding, sym- 
pathy and charity, surely, we must hope for the 
alleviation of sickness, affliction, and misery. 
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Group Hospital Insurance 


GEORGE A. SCHENEWERK, M.D. 


less a person has a background of knowledge 

gained through study and experience in 
changing conditions in the hospital field, he is 
lacking in one of the fundamental requirements 
necessary to manage a hospital or to dictate the 
policies of hospitals. Likewise, it is necessary to 
understand the cause of the development of the 
group hospital plan in order to appreciate its im- 
portance in hospital planning. 


F ess person hospital people know that un- 


Dr. Irvin Abell, past president of the American 
Medical Association, states that “The advantages 
in the distribution of medical knowledge during 
the past fifty years have been revolutionary, de- 
_ veloping means to meet the needs as they have 
arisen. Granting it is true that one-third of the 
population is poorly clothed, poorly housed, poorly 
fed and without medical care, the problem pre- 
sented thereby is even more social and economic 
than medical.” 


Depression Contributes to Increase of Disease 


Whereas no patient, hospital, or doctor was 
vitally concerned about the cost or payment of 
hospital bills during the 1920’s, a different con- 
dition began to be apparent early in the 1930’s, 
following the advent of the general financial col- 
lapse of 1929 and the subsequent depression. In 
the changing social thought of the last few years, 
much has come about that is at wide variance 
with what heretofore had been regarded as fixed 
and established. Lowered income or no income 
at all began to have its effect upon the people. 
Deficiency diseases increased; lowered resistance 
caused by improper housing, lack of suitable diet 
and insufficient food in both variety and amount 
began to have a telling effect. Small children 
under such conditions could not develop that de- 
gree of physical robustness or mental exuberance 
so necessary to take them through the childhood 
diseases without serious complications. Diseases 
which the people had heretofore been able to 
overcome with their own. individual resistance 
began to take their toll. The expectant mother, 
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underfed, improperly housed and constantly wor- 
ried over the lack of income because of the hus- 
band’s failure to obtain a job, was in no physical 
or mental condition to go through the trials of 
pregnancy or deliver a healthy baby. As a result 
of this severe economic upheaval with its effect 
upon the health of the nation, many people were 
affected by physical conditions which required 
hospitalization who had no funds with which to 
pay for such care. The hospitals of the country 
were soon struggling under a financial burden 
which could not long continue. 


The Origin of Group Hospital Service 


I am not familiar with how this need of hos- 
pital service for persons unable to pay was 
handled over the entire nation, but I do know 
that in my own city of Dallas our private and com- 
munity hospitals saw to it that every patient need- 
ing hospitalization obtained it upon the request 
of the attending physician. I think this was a 
remarkable achievement, one in which the average 
business executive would have thrown up his 
hands in dismay and said was impossible. I am 
confident this same service was rendered in a 
more or less degree in all the communities over 
the nation. But this condition could not go on 
indefinitely. What was to be the solution? The 
depression was becoming deeper and more far- 
reaching. 


In 1929 Dr. J. F. Kimball of Baylor University 
Hospital, who had been interested for some time 
in the possibilities of insured hospital care, 
drew up a contract with the school teachers 
of Dallas whereby for an insignificant monthly 
sum the teachers could provide themselves, when 
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and if needed, with adequate hospital care. Other 
employers became interested and shortly there- 
after the employees of the Dallas Morning News 
were enrolled. These groups were followed by 
still more groups. The other hospitals in the 
community were at first skeptical, then became 
interested, and plans were developed for them. 


As the hospital service plans began to give more 
complete coverage, the doctors began to be ap- 
prehensive. Would not the hospitals next try to 
include medical care in their contracts? Under 
such a set-up that inviolable patient-physician 
right so dear to both physician and patient would 
be endangered. After a time, however, when the 
contract between the hospital and the subscriber 
became somewhat standardized, without invading 
this fundamental right, the doctors became less 
apprehensive and began to favor the movement. 


Much good was accomplished through this new 
movement from the standpoint of the doctor. 
Patients under this plan, when advised of the need 
for hospitalization, were not dismayed at the pros- 
pect of a heavy hospital bill; it was already paid. 
They could enter the hospital in better mental 
condition, and we all know how important this is 
to pre-operative preparation. And another point 
to be considered, the patient could remain in the 
hospital as long as the physician thought neces- 
sary without the daily worry to himself, family 
or friends about paying the hospital bill. And 
the doctors found that their patients were in a 
better position to pay their bills. I believe that 
all patients want to pay their doctors and the 
majority of them can and do pay the average 
small amounts charged for office or home calls, 
but when suddenly and often without warning, a 
person must go to the hospital for an operation 
or a serious and prolonged illness with the at- 
tending loss of income and, as heretofore, a large 


- hospital bill, it is often months before he can get 


around to paying his doctor for the services ren- 
dered during his disability. With the hospital 
bill paid, patient and doctor rarely have trouble 
arranging the amount and method of payment 
for the ddctor’s service. 


In the ten years since insured hospital bills 
have been in operation, there has been one out- 
standing objection from the viewpoint of the doc- 
tor, and that is, that the patient may be compelled 
to go to a hospital which either he or the doctor 
may not prefer. 


Development of Cooperative Understanding 
Between Hospitals and Medical Practice 


W € are no longer apprehensive of the hospitals 
Invading the field of medical practice; the last 
few years have marked the development of an era 
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of cooperative understanding. The relationship 
and interest of medicine, hospital, nursing and 
pharmacy are becoming more and more inter- 
twined. While each of these may progressively 
specialize in its own particular field, it is also true 
that the progressive development in one cannot 
take place without progressive achievement in the 
others, and as a result of this interdependency, 
medicine has been able to move forward with 
greater acceleration, because the hospital has 
been able to move forward with the progress 
of medicine. The recognition of this mutual 
relationship and interdependency is exempli- 
fied by a meeting which took place a year ago 
this month when the trustees of the American 
Medical Association and officials of the three hos- 
pital associations met in the Board Room of the 
American Medical Association to discuss matters 
of common concern and to plan cooperative work. 


At this meeting two very significant policies 
resulted: First, it was resolved that because of 


. the success of this first meeting, other meetings 


would be held for the consideration of problems 
of mutual concern; second, the three hospital 
associations expressed to the Board of Trustees 
of the American Medical Association their confi- 
dence in the leadership of the medical profession 
in furthering the excellence of medical service 
and in aiding the solution of the problem of pro- 
vision and distribution of medical care. The med- 
ical profession has accepted this responsibility. 
The medical profession also recognizes the ability 
of the hospital people to provide an adequate num- 
ber of beds as such need develops. It has been 
estimated that 429,000 more beds will be needed 
within the next ten years and yet this number 
does not represent the total amount which would 
normally be added by our private and local com- 
munity hospitals under a normal expectancy based 
on the rate of increase in the past. The problem 
today is to utilize all of the vacant beds now ex- 
isting, and this we hope to do by making hospital 
service available to a larger number of people 
through hospital indemnity insurance. 


In a country as rich as our United States, with 
a free and democratic government, we have much 
more than has any other country in the world 
under other forms of government. Our privately 
capitalized insurance emphasizes how much richer 
we are. Our 7 per cent of the world’s people 
enjoy 80 per cent of the world’s insurance; our 
31,000,000 families have 65,000,000 holders of 
policies which represent 124,000,060 policies 
valued at $115,000,000,000. With every type of 
risk covered by insurance is there any reason 
why the practical certainty of necessary hospital- 
ization should not also be covered by similar 
means? 
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What Group Hospital Service Is and How it 
Helps Our People 


The difficulty which confronts the American 
people today is not how or where to find good hos- 
pital care but how to pay for it. Hospital indem- 
nity insurance is the answer. Hospital indemnity 
insurance is merely the purchase of money for 
future delivery when the buyer-patient will need 
hospital care and the money with which to pay 
for it. A hospital indemnity insurance associa- 
tion is a disbursing agency which receives pre- 
miums from the public and distributes them to 
the hospitals which have rendered hospitalization 
to that public. The affairs of such an association 
should be examined periodically by the state in- 
surance department and limitation of administra- 
tive expenditures arranged. The contract the sub- 
scriber receives must be acceptable to the insur- 
ance department, understandable to the buyer 
and capable of fulfillment by the corporation 
which writes it. There should be an administra- 
tive board composed of a representation of physi- 
cians, hospital administrators, and various lay 
members. In this body should be vested the cor- 
poration’s voting powers. Trustees may be 
elected from the administrative membership; 
the territory which a hospital indemnity insur- 
ance association covers should be state-wide, 
particularly in a state no more densely populated 
than is Texas, because the broader the base the 
greater spread of the hazard. Likewise, too great 
a spread, as in an association covering the entire 
nation, or several widely separated states, would 
not be advantageous due to the difference in health 
conditions caused by climatic, industrial, and 
other factors. It can readily be seen that the 
premium necessary in a state with a good health 
rating might not be sufficient in a state less 
favored and vice versa. 


Hospital indemnity insurance must of necessity 
begin with employed groups but as early as pos- 
sible should be expanded to include all others not 
included in such large groups, the ideal being to 
have everyone covered who will need to be pro- 
tected by such service. Concerning individual 
subscribers and the hazard of enrolling only those 
who need hospitalization at the time of enroll- 
ment, it may be possible to begin slowly with a 
ratio of one individual to ten group subscribers. 
The question of premium is probably the most 
difficult of all and only experience can determine 
the answer. 


Actuarial Experience of Group Hospital Service 


Statistics of a large insurance company reveal 
that employed women will be patients in the hos- 
pital one and a half days longer than employed 
men and they will enter the hospital twice as 
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often. More housewives will enter the hospital 
than employed women and will stay a little longer, 
It is evident that if the insurance premium is too 
high, persons with low incomes who need cover- 
age most will not be able to afford the insurance 
and must of necessity remain charity or semi- 
charity patients. If the premium is too low, the 
insurance corporation cannot remunerate the hos- 
pitals for services rendered. Heretofore not all 
patients required or desired private rooms. It 
would seem logical that a patient of very low 
income would be far better off with the certainty 
of hospital care in a two, or four or even eight 
bed room than the uncertainty of no hospital care 
when needed due to the financial inability of pro- 
viding for a private room. It seems reasonable 
therefore that contracts to fit the needs and abil- 
ity of the different income level should be provided 
as soon as possible after establishing the hospital 
indemnity insurance association. Provision should 
also be made for dependents if the goal of com- 
plete coverage is to be reached. The patient 
should have his free choice of hospital as well as 
his free choice of physician, which may be, how- 
ever, impossible in a closed staff hospital. 


The Hospital Service Contract 


The contract should not include any form of 
medical service; this may be developed later and 
separately by the medical profession. Where 


surgical, medical and nursing benefits are added, 
the cost of hospitalization alone increases about 
10 per cent. A study of the cause of failure in a 
large number of hospital indemnity plans reveals 
that the outstanding reason is the addition of 
services which are either entirely or partly med- 
ical and in rearranging their contracts, these fea- 
tures were omitted. Many plans for medical in- 
demnity insurance have been launched during the 
past few years with only partial success and with 
the thought in the beginning that its success was 
merely speculative. In view of the fact that cost 
of hospitalization represents the greatest hazard 
and that it has taken the hospital executives ten 
years to evolve a stable, professional, and actuar- 
ially sound plan, it has seemed to me good logic 
and sound business to allow them to perfect their 
plan and then the medical profession can, with 
the benefit of their experience, develop plans to 
fit the need of the people for medical indemnity. 


Insurance Contracts Studied 


As Chairman of the Insurance Section Subcom- 
mittee of the Medical Economics Committee to 
the Dallas County Medical Society, it was my duty 
to investigate and render an opinion on the merits 
of all types of insurance contracts affecting in 
any manner the membership of the Society. This 
Committee watched the rise and fall of many 
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types of insurance plans and by the nature of 
our profession, having to constantly study mor- 
pidity and mortality rates, we naturally accumu- 
lated statistics as to the reason for success or 
failure in the various hospital insurance plans. 


Early in 1939 Bryce L. Twitty asked us for an 
opinion of the recently organized Group Hospital 
Service Corporation. We undoubtedly made a 
more thorough and critical study of this organ- 
ization than any which has come to our attention, 
and for two reasons. First, because at once this 
contract seemed to have merit and to have added 
new and better features and dropped all objection- 
able ones. More complete coverage was offered, 
more funds were available for indemnity and less 
for administrative cost with choice of hospital 
allowed. The second reason was, that having the 
warmest personal regard for Mr. Twitty and know- 
ing his zeal and enthusiasm for any thing he un- 
dertakes, we were doubly cautious not to let this 
personal feeling interfere with the necessary im- 
personal and critical inspection of a movement of 
such importance as group hospital service. Thus 
it was only after a number of months, after the 
plan had been endorsed by many other organiza- 
tions, that our Committee recommended to the 
Medical Society without reservation endorsement 
of Group Hospital Service, Inc., and the Society 
endorsed it by unanimous vote. 


It is significant that at about the same time 
Thomas Jefferson was drawing up the constitu- 
tion of the United States, providing for 
our American way of independent living, 
Adam Wisehaupt in Europe was promulgat- 
ing the principle of a communistic form of gov- 
ernment which has seen its full development and 
utilization in certain governments in Europe to- 
day. Under our American system of government, 
we possess practically everything which goes to 
make for better living. Just so under this same 
method, we have developed the finest medical and 
hospital care of any nation in the world. This is 
shown by the fact that in 1938 and 1939 the 
United States had the lowest morbidity and mor- 
tality rates of any nation in the world at any 
time. We have developed not only the finest sys- 
tem of hospital care in the world at the lowest 
cost but when we add a method by which all of 
the people can have the advantage of this special- 
ized care, a new era will indeed be here. I do 
not think this day is in the very distant future, 
and I like to visualize the time when all confining 
illness or injury will be removed from the home 
to the hospital. 


How Hospitals Keep Abreast of the Medical 
Profession 


The home is a place for happy living, a refuge 
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from the workaday world and the vicissitudes of 
life. Much impetus has been gained the last dec- 
ade toward making the home a more enjoyable 
place for the family to gather and for the enter- 
tainment of themselves and their friends. How 
often recollections of a serious illness or death 
will mar otherwise pleasant memories of one’s 
home. The hospital has provided the means 
of removing the atmosphere of the sick room 
from the home and, in addition to providing 
the best scientific care for the patient, has suc- 
ceeded in surrounding him with a pleasant friendly 
atmosphere. The hospitals of today with several 
hundred years of experience behind them have 
been able through this experience to move for- 
ward and keep abreast of changing conditions 
without error and without departure from funda- 
mental concepts gained only through years of ex- 
perience. Our hospitals through the years have 
kept abreast of the medical profession and scien- 
tific development. They have improved their phys- 
ical equipment and created homelike surround- 
ings. Nursing service has been developed to a 
high plane of technical skill and professional de- 
portment. With the development and utilization 
of insured hospital care, it will be possible for 
everyone with any income at all to have hospital- 
ization whenever needed and without the worry 
of how to pay for it. For those with no income 
at all the motivation of Christian charity in the 
care of the sick has always been present in our 
hospitals and in almost all cases has been. the 
main incentive toward the creation of a hospital. 
This spirit prevails not only in the religious in- 
stitutions but is present in our many privately 
owned and operated hospitals. 


Who can say that this endeavor alone has not 
often been the determining factor in the recov- 
ery of a desperately sick patient. No one recog- 
nizes better than the doctor the soothing influ- 
ence of sympathetic attention administered from 
the motivation of Christian charity as compared 
to that given impersonally as a paid service. 
I can. visualize our hospitals of the future as 
being made up of many departments, perhaps 
composed of separate wings, perhaps many differ- 
ent buildings, all connected by a central unit; an 
institution of the patient’s choice, of the physi- 
cian’s choice where any and all types of sickness 
or accident cases may be taken at the beginning 
of their disability and where they may remain 
until they are once more completely recovered, 
rehabilitated and ready to resume their normal 
and accustomed mode of life. All of this is pos- 
sible without the depressing influence of strained 
financial resources to either patient or hospital, 
for the hospital bill, large or small, has already 
been paid through a group hospital plan. 
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How the Children's Hospital Can Best Meet 
Community Needs 


ALAN BROWN, M.D., F.R.C.P. (C.) 


community can probably best be demonstrated 

by a description of our present organization 
as it exists today, and by pointing out any defi- 
ciencies or services that should be incorporated. 


To contribution of a children’s hospital to a 


Pediatrics 
“In the twentieth.century, pediatrics was ele- 


vated from its ancillary status as a ‘dependent - 


dwarf’ of ordinary medical practice into the larger 
atmosphere of social medicine, of which it is now 
one of the most important independent branches. 
This was due to the menace of infant mortality 
as the chief cause of the depopulation of modern 
states, with the consequent extension of the sci- 
ence of infant nutrition and metabolism, and the 
creation of the new science of infant welfare, as 
ways and means of combating the evil. It has 
been the universal experience in all times and 
places, that the mortality of hand fed infants is 
higher than that of the breast fed. In this re- 
gard, it is highly significant, as Heubner says, 
that while the science of infant diseases and their 
treatment is a plant of almost recent growth, the 
generic idea of the importance of infant welfare, 
as the basis of racial or national hygiene, has ex- 
cited human interest from time immemorial. The 
modern movement is only the logical expression of 
a folk-intuition, which exists, in crude form, even 
among semi-civilized peoples.’ 


“Falling death and morbidity rates compel 
recognition of the possibility that public 
health work is restricting the field of curative 
medicine. But the shrewd horse trader of 
years ago sold his livery stable and installed 
a garage. The physician of the kerosene oil 
era derived a large part of his income from 
the treatment of diphtheria and infantile 
diarrhoea. While income from these sources 
has been greatly reduced, the physician of the 
gasoline age has opportunity for more prac- 
tice, and of a better kind. There are figures 


er of Pediatrics—Abt’s System. Fielding H. Garrison, 
p. , 
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available to demonstrate the truth of this 
statement. In 1927, 82 cases of diphtheria 
were reported in the State of Michigan for 
every 100,000 population. The income from 
treating 82 cases at $50.00 each would be 
$4,100.00. In 1927, for every 100,000 of pop- 
ulation in that state, 2,200 babies were born. 
Immunization of each of those babies, at only 
$3.00 each, would have yielded an income of 
$6,600.00, in each 100,000 of population, and 
this takes no account of the pre-school and 
school children, who number respectively 
about four times and ten times as many as 
the babies. 


“The inference would appear to be that the 
doctor should take a leaf from the horse 
trader’s book.’”? 


The Child Must Be Considered a Pediatric 
Problem from Birth 


In 1919 the staff of the children’s hospital was 
completely reorganized, and plans were then laid 
to establish this hospital along the lines of a cen- 
ter for children’s, work, the idea being to embrace 
the prenatal care, the care of the new-born infant, 
and the care of the child through the period of 
adolescence, including both physical as well as 
mental hygiene. In addition to this we felt that 
we should cooperate with all government and child 
caring institutions. This at first seemed a formid- 
able problem but the conservation of child life 
at this particular period following the great war 
became so important and appealed so to physicians 
and to the public that little opposition was felt 
and cooperation was readily obtained. 


°Ed. C.M.A.J., March, 1930. W. H. Hattie. 
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The first big step was the realization that the 
baby as soon as it was born should become a pedi- 
atric problem. This idea was consummated and 
thus was established the first new-born clinic in 
charge of a pediatrician. The professor of ob- 
stetrics, Dr. B. P. Watson, who is now head of 
the same department at Columbia, rightly appre- 
ciated the value of such a change, the result being 
that the Toronto General Hospital new-born clinic 
was established at the beginning of 1919 and since 
then the new-born clinics of all the general hos- 
pitals in the city have been incorporated in this 
scheme directed from the children’s hospital. The 
result of this procedure has been a reduction in 
the neonatal mortality to around 24 per cent. This 
figure represents what is now considered almost 
the irreducible minimum. 


Child Welfare Clinics 


In 1914 the Child Welfare Clinics in the City 
of Toronto were organized. To begin with, four 
were established under the physician in charge of 
the infant ward at the Hospital for Sick Children, 
who was then director of the Department of Child 
Hygiene of the city. It became a very simple 
problem then in 1919 when the physician in charge 
of the infant ward became physician-in-chief, to 
link up this work directly with the children’s hos- 
pital, so that the Child Welfare Clinics in the City 
of Toronto have resulted directly through the 
interest of the children’s hospital in this phase of 





preventive work. Since 1919 the physician-in- 
chief of the hospital has been director of Child 
Hygiene for the City of Toronto. All the physi- 
cians manning the 26 clinics which now exist are 
trained and directed from the children’s hospital 
and the same applies to the nurses, so that the 
instruction and the work in these clinics is uni- 
form and kept constantly up to date. 


Approximately at this time the medical director 
of the children’s hospital was made consultant in 
child hygiene to the School of Hygiene, University 
of Toronto, the Dominion Department of Health 
and the Provincial Department of Health, thus 
enabling practically all phases of children’s work 
and problems to be guided from the children’s 
hospital. Further efforts were made to suggest 
to various child caring institutions such as the 
Children’s Aid Societies, and various children’s 
homes, that they be staffed by members of the 
staff of this hospital. This has been accomplished. 


As a further effort in cooperation the physi- 
cian in charge of the infectious diseases in our 
hospital has been for a number of years physician- 
in-chief of the municipal isolation hospital. 


Research Laboratories 


It was soon recognized that no such compre- 
hensive scheme could be completely carried out 
without the establishment of research labora- 
tories. A small research laboratory was founded 
in 1917. This has been expanded and since 1919 















































Special Clinics Research Laboratories of ; ; 
1. Heart and rheumatism Department of Pediatrics Surgeon-in-Chief 
2. Diabetes and metabolic diseases University of Toronto 1. Orthopedics 
3. Dermatology 26 full-time workers 2. Physiotherapy 
4, Allergy including: 3. Hydrotherapy 
5. Endocrine 10 pediatricians 4. Neuro-surgery 
6. Social Diseases 1 chemist 5. Plastic surgery 
7. Tuberculosis 1 physiologist 6. Otolaryngology 
8. Speech 7 technicians 7. Ophthalmology 
9. Clinic for Psychological Medicine 2 secretaries 8. Roentgenology 

5 deanors 9. Urology 
10. Crippled children, Service Clubs, 

Premature Infants Rotary, Kinsmen’s, Lions, ete. 
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Volunteer Work Hospital — 320 beds 
Junior League Country Branch — 112 beds 
Preventorium — 128 beds Dentistry and Dental Research 
| Occupational Therapy | Total 560 beds 
Department of Pediatrics Social Service 
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| St. George’s Nursery School 














Child Welfare Work 




















. School for Nursery Maids 2. Newborn clinics of general hos- 


. Talks to Home and School 


; Nutrition —-— Education 
Diet Pg diets; train- 1. Medical Students 
Milk be Recess: al asiieit Miiaias 2. Nurses from all Hospitals 
pee, of nurses, students and r Post-graduate students 
doctors, ‘ 
Breast Milk depot. . Public addresses 
Clubs 
7. Talks to Service Clubs 
(1938 — 40 addresses) 


Child Welfare Clinics—26. 

Consultant to: 

1. Local, Provincial and Dominion 
Departments of Health—in Child 
Hygiene. 








pitals. 
. Riverdale Isolation Hospital. 
. Various child caring institutions. 
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Junior League Nursery Schools 
(a) Manor Road East 
(b) Bolton Avenue 

East End Day Nursery 

The Victoria Creche 








Boys’ Home 


Catholic 
Jewish 





and 


Protestant Big Brothers 
Big Sisters 








Queen Street East Nursery 
West End Day Nursery 
St. Simon’s Church 





Earlscourt Children’s Home 
Sacred Heart Orphanage 
St. Mary’s Infant Home 


























JUVENILE COURT 

















PRE-SCHOOL PLAY GROUPS | | 

| ORPHANAGES Y.M.C.A.—Y.W.C.A. 
Central Neighborhood House 
University Settlement House 
St. Christopher House 
Catholic Settlement House 
Jewish Girls’ Club 

Jewish Boys’ Club 

Kiwanis Club 

| Mildmay Institute 


Memorial Institute 
| CHILD WELFARE | 














Victorian Order of Nurses 

St. Elizabeth Visiting Nurses 
Visiting Homemakers Assoc. 
Department of Public Health 
Department of Public Welfare 
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Neighborhood Workers Assoc. 
Catholic Welfare Bureau 

Jewish Family Welfare Bureau 
Downtown Church Workers Assoc. 
Home Service Assoc. 

Samaritan Club 








Children’s Aid Society 

St. Vincent De Paul C.A.S. 
Infants’ Home 

Protestant Children’s Home 
Catholic Welfare Bureau 
Jewish Children’s Bureau 
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has been under the Department of Pediatrics of 
the University of Toronto, the laboratories being 
situated in the hospital. At the present time there 
are working in the research laboratories ten full 
time pediatricians, one chemist, one physiologist 
and seven technicians. 


The principles laid down early in the develop- 
ment of these research laboratories were that all 
research problems should not be abstruse, or aca- 
demic, but should relate directly to the preven- 
tion of disease and the better care of sick infants 
and children. As an instance of the work that 
has been developed in these laboratories I might 
state that during the past 18 years three hundred 
papers have been published dealing with scientific 
research problems which have been investigated, 
the outstanding of which were the development 
of the infant food Pablum, and original studies on 
the use of sunshine, skyshine, and vitamins. The 
director of the research laboratories is associate 
professor of pediatrics, and also chairman of the 
Committee on Nutrition of the Canadian Medical 
Association. 


The Children’s Hospital in Education 


The professor of pediatrics in the University 
of Toronto is the physician-in-chief of the hos- 
pital. All the teaching of medical students, post- 
graduates, and nurses from all the general hos- 
pitals in this city takes place in this institution. 
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In addition to this, public addresses are given to 
various service clubs, home and school clubs, and 
other associations requiring speakers, on every 
phase of children’s work. In 1938 members of 
the staff of the Hospital for Sick Children gave 
forty public addresses in different parts of the 
city and country. One is quite safe in saying that 
requests from all parts of the Dominion are sent 
to this hospital for all sources of information re- 
garding children’s care. This demand upon the 
hospital resources has only been developed as a 
result of the outstanding contribution made to 
children’s work not only by members of the lab- 
oratory staff but also by the physicians of this 
institution. 


One would be remiss in not mentioning at this 
point the fact that the surgeon-in-chief of the 
children’s hospital has under his direction all the 
various surgical specialties that are necessary in 
such an organization. These various classifica- 
tions are indicated on the chart. In addition to 
this, the surgeon and staff have a broad viewpoint 
and great interest in public health activities, which 
has facilitated the organization in the medical 
department for pediatric supervision of all sur- 
gical patients in this hospital. Many patients 
coming in for a surgical condition have minor 
medical complaints which should be remedied. 
These in the ordinary course of events would not 
be attended to unless the child had a thorough 
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pediatric study. As an example of the efficiency 
of this service, during the past year there have 
been discovered 367 cases of diseased tonsils, 497 
cases of decayed teeth, and 60 cases of heart dis- 
ease. These have been referred to their special 
clinics for management. 


Special Services 


The care of the sick child is under the direct 
supervision of ten full time pediatricians and eight 
attending pediatricians, three neurologists and 
three dermatologists. This arrangement naturally 
insures the best of care for the children on the 
wards. 


The Milk Department—The milk department, 
situated in the hospital, was first founded as a 
milk depot following the establishment of the first 
milk station in New York by the late Nathan 
Strauss in 1890. This department has been de- 
veloped until it is a model licensed dairy of the 
City of Toronto, where students, nurses, and doc- 
tors receive first-hand information in the care 
and handling of milk and its products for public 
consumption. The Dionne Quintuplets were sup- 
plied 18,622 ozs. of breast milk by this milk de- 
partment. 


Social Service—The social service department 
which is part of the division of Child Hygiene 
of the Department of Public Health is situated 
in the out-patient department of this hospital, 
thus facilitating the work of both patients and 
nurses. 


Premature Ambulance Service—This service 
was organized about two years ago. The ambu- 
lance, which is similar to a portable incubator, 
may be obtained from the hospital at any time 
in order to transport the premature infant to the 
hospital under the best conditions. 


St. George’s School for Child Study, University 
of Toronto—This department assumes responsi- 
bility for the physical care and immunization of 
children attending this school, which is a nursery 
school established for the study of mental and 
physical development of children of the pre-school 
age. The school is directed by the professor of 
psychology of the university. 


There also exists excellent cooperation between 
the department of pediatrics and many other de- 


partments in the university, such as the School 
of Hygiene, the departments of biochemistry, 
pathological chemistry, dentistry and psychiatry, 
and the Ontario Agricultural College. 


Voluntary Work—The Junior League of To- 
ronto supplies forty voluntary workers each week 
to assist in the various clinics of the out-patient 
department of the hospital, to do occupational 
therapy work under the direction of a trained 
therapist on the wards of the hospital, and to 
collect breast milk throughout the city and bring 
it to the milk department. 


Clinic for Psychological Medicine—This depart- 
ment was established in January, 1937—the first 
of its kind in Canada and the fourth in America, 
and is devoted to the mental health of the child 
and attempts to solve problems of that nature 
whether they be slight deviations from normal or 
more marked involving both child and environ- 
ment. It is hoped through this clinic to decrease 
the incidence of mental disease in adult life, and 
to lower delinquency and similar anti-social prob- 
lems in the community. The chart shows the 
various contacts that are made in connection with 
this important phase of children’s work. 


As an indication of a year’s work in the hos- 
pital, in the year 1936 the hospital treated 8,345 
cot patients, representing 139,747 patient days. In 
the same year, 8,117 operations were performed 
and 98,351 treatments and examinations were 
given in the out-patient department. 


Conclusions 


A children’s hospital should not be just an in- 
stitution for treating sick children. It should 
embrace all children’s activities beginning with 
cooperation with obstetricians in the prenatal and 
antenatal care of the infant; supervise all chil- 
dren’s homes and institutions; cooperate with all 
governmental departments of health; be a center 
for education of medical students, nurses and 
postgraduates; be called upon for public ad- 
dresses on problems relative to the child; coop- 
erate with all service clubs; embrace all problems 
of psychological medicine relative to children’s 
work, which means cooperation with the Juvenile 
Courts and all other organizations having to do 
with children; cooperate with all nursery schools; 
and have a well organized research laboratory. 





When We Celebrate National Hospital Day, May 12, 
We Pay a Tribute to Matthew O. Foley, Its Founder 
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Detection and Control of Tuberculosis 
Among Hospital Personnel 


H. McLEOD RIGGINS, M.D. 


the isolated rural sanatorium has apparently 

attained its peak in the United States and 
probably in other countries as well. The sana- 
torium era which was largely founded upon the 
idea of climatic treatment of the disease, has 
given way to improved methods of treatment, 
especially as regards cases with advanced disease. 
Nevertheless, one cannot rightfully question the 
great contributions of the sanatorium era and 
the many advantages of the sanatorium in the iso- 
lation and treatment of pulmonary tuberculosis. 
Modern concepts of the disease and more recent 
methods of treatment, involving various forms of 
local and surgical rest of the diseased lung com- 
bined with prolonged bed rest, are increasingly 
bringing the problem of the control of tubercu- 
losis, back to the centers of population; back to 
the cities and municipalities and to the general 
hospital. 


Te treatment of pulmonary tuberculosis in 


This rather recent and somewhat different con- 
ception as regards where and how best to treat 
advanced infectious tuberculosis naturally con- 
cerns the general hospital authorities and raises 
certain questions in the minds of their medical 
and lay boards in regard to the infectious nature 
of the disease in so far as the hospital personnel, 
and more especially the student nurse is con- 
cerned. The hesitancy of authorities of many 
general hospitals regarding admission of known 
cases of active tuberculosis to their wards and 
semi-private pavilions has increased since certain 
states have recently made tuberculosis an occupa- 
tional and compensable disease in some instances. 
The possibility of tuberculous infection of certain 
hospital personnel resulting from contact with 
active cases of pulmonary tuberculosis is there- 
fore of great importance not only to the hospital 
authorities, but to the profession at large, to the 
tuberculosis patient and to the community. 


Infection Hazards in the General Hospital Are 
Greater Than Those in a Sanatorium 


The possibility of the danger of infection to 
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certain hospital employees who come in contact 
with infectious cases of tuberculosis cannot be 
dismissed with the statement that experience 
through the years of many tuberculosis sanatoria 
has shown that there is little if any great danger 
of serious infection of the sanatorium personnel 
resulting from frequent contact with active cases 
of the disease. This conception is apparently true 
in so far as the personnel of the average sana- 
torium is concerned. However, one is not wholly 
justified in concluding that because the personnel 
of certain sanatoria may not have suffered unduly 
as a result of frequent exposure, that therefore, 
the same should hold true for the personnel of the 
general hospital. The fallacy of this argument 
is that the personnel of the general hospital is 
not comparable as regards age, and previous 
tuberculosis infection, with the personnel of the 
tuberculosis sanatorium. Additional factors, such 
as overcrowding in the tuberculosis wards in gen- 
eral hospitals and frequently the difference in the 
economic status and general intelligence of the 
hospital ward patient compared with that of the 
private sanatorium patient very probably in- 
creases the relative danger of possible serious in- 
fection of certain hospital personnel. 


In the light of such facts, can the specialists in 
the field of tuberculosis assure authorities of the 
general hospital that no extra hazard of infection 
exists for certain of the hospital employees, who 
habitually come in contact with infectious cases 
of tuberculosis? Numerous studies including 
those of Heimbeck: of Oslo, Amberson and Rig- 
gins’, Badger and Spink’, and others, regarding 
the incidence and frequency of tuberculosis in- 
fection and development of clinical disease among 

*From the Tuberculosis Service of the First Medical Division 


of Bellevue Hospital and the Department of Practice of Medi- 
cine, Columbia University, College of Physicians and Surgeons. 
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student nurses of general hospitals, show that the: 


dangers of infection of student nurses are appre- 
ciably greater than they are for others of similar 
age, racial and economic status otherwise em- 
ployed. This conception is rather generally held 
by those who have investigated this subject. 
Despite the findings of the above named and other 
studies, the dangers of tuberculous infection and 
the development of disabling pulmonary tuber- 
culosis by student nurses and other hospital em- 
ployees, are being more or less satisfactorily. met 
and appreciably reduced by some general hos- 
pitals, to the extent that the development of dis- 
abling tuberculosis has largely been prevented 
and controlled in these hospitals. This can be 
accomplished, however, only after certain funda- 
mental facts are recognized; certain measures of 
prevention or control of infection established; 
methodical case finding diligently pursued, espe- 
cially among the more susceptible groups, and 
early cases thus discovered, adequately and 
promptly treated. 


If the general hospital is willing to subscribe to 
such a program of discovery and control of tuber- 
culosis among its personnel, this potentially 
greater hazard of infection of certain employees 
should not be a serious deterrent to authorities of 
general hospitals considering the establishment of 
tuberculosis wards within their hospitals. Among 
other advantages of the establishment of tuber- 
culosis wards in general hospitals, is the isolation 
and segregation of infectious cases of tuberculosis, 
which might otherwise be forced to remain in the 
general medical wards, pending the transfer to 
another institution. Indeed, it is believed that 
with the continued shortage of beds in sanitoria, 
if tuberculosis is to be controlled, especially with- 
in the large cities, the general hospital is probably 
destined to play an ever increasingly important 
role in the solving of this major health problem. 


The Problem of Tuberculosis Among Nurses 


Few, if any comprehensive studies have been 
made to accurately determine the incidence of 
pulmonary tuberculosis of hospital personnel other 
than nurses. It is therefore difficult, if not im- 
possible, to know if tuberculosis is more prevalent 
among various general hospital employees than 
it is among similar age, sex, racial and economic 
groups otherwise employed. However, in the past 
fifteen years there has been a growing interest 
in the problem of tuberculosis among nurses and 
more especially among student nurses. From our 
experience it might be stated that the most im- 
portant tuberculosis problem among hospital per- 
sonnel confines itself to student nurses. 


In 1928 Heimbeck‘ published his studies which 
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showed that only 52 per cent of the student nurses 
in the Ullval Hospital in Oslo had a positive tuber- 
culin reaction at the time they entered training, 
whereas, on graduation 100 per cent had a positive 
reaction. In 1931, Amberson and Riggins? under- 
took a planned study of tuberculosis among stu- 
dent nurses at Bellevue Hospital. The results of 
the first five years of this study were published 
elsewhere? in 1936. A somewhat similar study 
has been carried on at Lenox Hill Hospital, a 
private institution with a 50 bed tuberculosis 
service and a tuberculosis clinic. The object of 
our studies was to determine as accurately as 
possible, the incidence of tuberculosis infection 
and disease among student nurses; to develop a 
system of early diagnosis and determine the re- 
sults of early and adequate treatment in cases 
having minimal and others having presumably 
primary disease. During the first two weeks in 
the training school, all applicants are subjected 
to a complete physical examination, various 
laboratory tests, including tuberculin skin tests, 
and a chest roentgenogram. During the past eight 
years, 10 applicants to the Bellevue Training 
School have been rejected because of evidence of 
clinical pulmonary tuberculosis. The disease was 
apparently not known to the applicants. 


Preliminary Tuberculin Testing 


During the orientation period at Bellevue and 
Lenox Hill Hospitals a tuberculin test is done on 
all candidates, 0.1 mg. or the first dose of PPD 
is given, and those having a negative reaction are 
given 1.0 mg. of O. T. or second strength dose of 
PPD. During the eight year period from Feb- 
ruary, 1931, to January, 1939, approximately 57 
per cent of the nursing candidates at Bellevue 
Hospital, and during the past five years, 52 per 
cent at Lenox Hill Hospital, had a positive tuber- 
culin reaction. 


Subsequent Serial Tuberculin Testing 


Periodic retesting every six months with 1.0 
mg. of old tuberculin or the second dose of PPD 
is done on all students having a negative reaction 
throughout the period of training or until they 
develop a positive reaction. At both hospitals 
85 to 92 per cent of those who entered training 
with a negative tuberculin test developed a posi- 
tive reaction during training. 


In 1936 Amberson and Riggins? reported that 
no significant relationship appeared to exist be- 
tween the development of the first positive tuber- 
culin test and the character of the preceding hos- 
pital service. The tuberculosis service at Bellevue 
appeared no more related in this respect than 
other hospital services. It should also be em- 
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phasized that it is impossible to determine what 
percentage of student nurses acquire their pri- 
mary infection while off duty and away from the 
hospital. Myers et al.® pointed out that the per- 
centage of positive tuberculin reactors increased 
roughly from 1 to 4 per cent per year in college 
students. This compares with an increase of ap- 
proximately 20 to 25 per cent per year in Bellevue 
and Lenox Hill Hospital student nurses. Primary 
tuberculosis infection seems to occur roughly 
from 12 to 15 times as rapidly in Bellevue and 
Lenox Hill Hospital student nurses as it does in 
college students. Heimbeck,' Badger and Spink,’ 
and Myers’® findings in this regard are somewhat 
similar to our own. From these studies it seems 
that the frequency of primary tuberculosis infec- 
tion occurs considerably more rapidly in student 
nurses than it does among similar age, racial, and 
economic groups otherwise employed. 


The significance of primary tuberculosis infec- 
tion of student nurses is convincingly demon- 
strated by the fact that clinical disease developed 
approximately four times as frequently in our 
“originally tuberculin negative group” as in our 
“originally tuberculin positive group.” Other 
studies including our own strongly suggest that 
the “originally tuberculin positive group” tolerates 
reinfection during training better than does the 
“originally tuberculin negative group.” This seems 
to be a significant finding and affords opportunity 
for thought regarding certain precautionary meas- 
ures which might be used advantageously in the 
protection of student nurses and certain other 
hospital personnel who have a negative tuberculin 
reaction. 


Periodic X-ray Examination 

Chest roentgenograms are taken every six 
months throughout training of student nurses 
having a positive Mantoux reaction, and more 
often if indications arise. While graduate nurses 
of these two hospitals are not required to have 
x-rays annually it would seem that annual roent- 
genograms of graduate nurses having a positive 
Mantoux reaction is essential if early diagnosis 
of the disease is to be made. Despite frequent 
periodic chest roentgenograms, 13 per cent of our 
Bellevue student nurses had moderately advanced 
disease at the time the diagnosis was made. In 
this connection it should be emphasized that early 
tuberculosis is asymtomatic, and symptomatic 
tuberculosis is usually advanced. These facts are 
convincingly demonstrated by the graduate and 
affiliating nurses of Bellevue, who were not in- 
cluded in our study and who did not have periodic 
chest roentgenograms, but came for examination 
only after the development of symptoms. The dis- 
ease was moderately or far advanced in 70 per 
cent of these nurses at the time the diagnosis was 
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made. On the contrary the disease was minimal 
in 87 per cent of the Bellevue students who had 
periodic x-ray examination, and moderately ad- 
vanced in only 13 per cent, at the time of diag- 
nosis. The diagnosis of the disease in student 
nurses was made by periodic x-ray examination 
in all cases except one having pleurisy with effu- 
sion. Such facts demonstrate anew that even 
among nurses, early diagnosis is only possible by 
frequent periodic x-ray examination. This fact 
is of great importance in the establishment of a 
program of tuberculosis control among nurses 
and certain other hospital personnel. 


Incidence of Clinical Tuberculosis Among 
Student Nurses 


A total of 32 Bellevue student nurses developed 
new tuberculosis lesions during the eight year 
period from February, 1931, to January, 1939. It 
is important and of interest to compare the inci- 
dence of new disease among student nurses with 
that occurring in similar age, sex, racial and eco- 
nomic groups otherwise employed. However, 
there is very little in the literature with which 
one may make such a comparison. Fellows’® 
studies of 4,000 white female employees, age 18 
to 22, in the Home Office of the Metropolitan Life 
Insurance Company in New York City, show a 
case rate of 0.25 per hundred per year. This rate 
is less than that for student nurses of Bellevue 
and Lenox Hill Hospitals. However, a comparison 
of our rates with those of Fellows does not seem 
valid for several reasons. 


Incidence of Clinical Tuberculosis Among 
Originally Negative and Originally 
Positive Groups 


A—The Originally Tuberculin Negative Group. 
Of the 32 student nurses developing tubercuiosis 
at Bellevue Hospital during the past eight years, 
24, or 75 per cent, had a negative Mantoux re- 
action on entering training. Heimbeck,' Badger 
and Spink,’ and others have made similar observa- 
tions. The fact that 75 per cent of the student 
nurses developing clinical disease apparently had 
not been infected before entering training sug- 
gests that this group deserves more careful obser- 
vation and protection from further tuberculous 
infection after their Mantoux test becomes posi- 
tive, than does the group having a positive re- 
action on entering training. It also raises other 
questions regarding preventive measures which 
will be discussed under that heading. 


B—The Originally Tuberculin Positive Group. 
Studies at Bellevue and Lenox Hill Hospital show 
that clinical tuberculosis develops from three to 
four times as frequently in student nurses acquir- 
ing a positive Mantoux reaction during training, 
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as it does in the group having a positive Mantoux 
reaction on entering training. Does tuberculous 
infection per se acquired prior to the time the 
nurse enters training, actually afford as much 
protection as these figures seem to indicate? It is 
believed that other factors in addition to the 
“previous infection” play some part in the greater 
protection or immunity apparently enjoyed by the 
“originally positive Mantoux group.” 


Extent of Tuberculosis Among Student and 
Graduate Nurses at the Time of Diagnosis 


Of the 32 Bellevue student nurses developing 
new tuberculosis during the eight year period, 23 
were minimal A; 4 were moderately advanced; 
2 had serofibrinous effusion apparently without 
clinical lung involvement and one had minimal A 
with serofibrinous effusion. Another case was one 
of tuberculosis of the spine without clinical pul- 
monary disease. Of the 31 cases of new pul- 
monary or pleural disease, 87 per cent had mini- 
mal disease at the time of diagnosis and 13 per 
cent were moderately advanced. Only by periodic 
x-ray examination of the chest can such a large 
per cent of minimal disease be found. However, 
despite periodic chest roentgenograms every six 
months of student nurses having a positive tuber- 
culin reaction, 13 per cent had moderately ad- 
vanced disease when diagnosed. This fact shows 
how rapidly disease may spread, especially in 
young nurses and other young adults. Such find- 
ings seem to fully justify the extra cost of fre- 
quent x-ray examinations of all young student 
nurses and other hospital personnel having a posi- 
tive Mantoux reaction and subject to frequent ex- 
posure to infectious cases of tuberculosis. 


Bellevue Graduate and Affiliating Nurses 


During the past eight years, 48 graduate nurses 
developed pulmonary tuberculosis at Bellevue Hos- 
pital, and of these only 57 per cent had minimal, 
34 per cent moderately advanced and 9 per cent 
far advanced disease. During the same period of 
time, 18 affiliating students were found to have 
tuberculosis, 50 per cent of whom had minimal, 
42 per cent moderately advanced and 8 per cent 
far advanced disease. Combining these two 
groups, 53.5 per cent had minimal disease com- 
pared with 87 per cent of the student nurses; 39 
per cent had moderately advanced disease com- 
pared with 13 per cent of the student nurses and, 
8.5 per cent had far advanced disease compared 
With no student nurses in this category. Since the 
student nurses with a positive tuberculin reaction 
had periodic X-ray examinations, and since no 
such examination was made of the graduate and 
the affiliating nurses, the above findings. demon- 
strate very definitely the importance of periodic 
X-ray examination, if the disease is to be diag- 
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nosed in the minimal stage and therefore cured 
in the majority of instances. 


The Control of Tuberculosis Among Nurses 


Since tuberculous infection carries with it a 
certain hazard no matter at what age the infection 
may first occur, it follows that all practical meas- 
ures possible should be used to prevent dangerous 
or excessive infection, particularly among young 
student nurses and other frequently exposed hos- 
pital personnel of this age group. While it is 
most desirable to avoid infection, it is not believed 
that this is entirely possible in large general hos- 
pitals at the present time. During the past few 
years various practical measures aimed at the pre- 
vention of tuberculous infection of nurses, order- 
lies, maids and others coming in close contact with 
infectious tuberculosis patients have gradually 
evolved at Bellevue Hospital. Since similar pre- 
cautionary measures are not always observed 
throughout the hospital, where there are at least 
a few known and perhaps some unknown tuber- 
culous cases, the unsuspecting nurse and other 
hospital personnel are probably more hazardously 
exposed to these cases of tuberculosis on non- 
tuberculous services than they are to known cases 
of tuberculosis on a tuberculous service. While 
strict contagion technique is not practiced on the 
tuberculosis service of Bellevue and Lenox Hill 
Hospitals, nevertheless, while certain hospital 
personnel and nurses are ministering to patients, 
they are required to wear gowns and observe 
other precautionary measures especially as re- 
gards their personal hygiene. Cleanliness, espe- 
cially frequent washing of the hands is urged upon 
all workers having close contact with infectious 
cases. As a rule nurses do not wear sterile gloves 
or face masks while ministering to patients. Or- 
derlies while emptying and changing sputum cups 
are required to wear rubber gloves. Attending 
physicians and interns require the patients to 
wear masks over the mouth while they are being 
examined. 


It is of great importance to educate student 
nurses and others who frequently come in contact 
with infectious patients of the dangers of infec- 
tion. Such personnel should have a keen appre- 
ciation of the fact that all materials the patient 
comes in contact with are probably contaminated 
with tubercle bacilli and are therefore a possible 
source of infection. We also believe that it is the 
nurse’s duty to educate patients as much as pos- 
sible regarding the danger of spreading the dis- 
ease, and how they may help restrict the dissemi- 
nation of their tubercle bacilli. These and other 
practical precautionary measures should be con- 
scientiously taught all those who are frequently 
exposed to infectious cases of tuberculosis. It is 
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our present belief that the more elaborate con- 
tagion technique advocated by some is imprac- 
ticable in most large general hospitals and impos- 
sible to carry out. 


Should Student Nurses Be Vaccinated 
With BCG? 


Certain groups of hospital employees, especially 
student nurses having a negative Mantoux reac- 
tion on entering training, are much more likely 
to develop clinical tuberculosis than are certain 
older employees who have a positive Mantoux 
reaction and also presumably have greater im- 
munity. It is thought that certain additional 
precautions should be observed for such individ- 
uals who are apparently more susceptible to the 
development of tuberculosis. Should the “origi- 
nally negative tuberculin group” of student nurses 
be required to nurse on tuberculosis wards? 
Or, should recently positive Mantoux reactors do 
tuberculosis nursing, and if so, how long after de- 
veloping a positive reaction should they do tuber- 
culosis nursing? Should candidates for the nurs- 
ing school, having a negative Mantoux reaction, 
be vaccinated with BCG on entering the training 
school? Should the student nurse receive her 
tuberculosis training during the first, second or 
third year of training? Heimbeck* is convinced 
of the protection afforded by an “earlier” tubercu- 
losis infection occurring some time before the 
nurse enters training. As a result of this convic- 
tion, he advocates vaccination with BCG of all 
student nurses having a negative tuberculin re- 
action at the time they enter the training school. 


Despite the fact that evidence is gradually ac- 
cumulating to indicate that nursing candidates in- 
fected before entering training develop clinical 
tuberculosis less frequently during training than 
do candidates who become infected for the first 
time after entering training, this does not prove 
that artificial vaccination with BCG will neces- 
sarily result in the same degree of protection that 
the “originally positive Mantoux group” seems to 
have. There are undoubtedly other factors which 
have to do with protection or immunity in addi- 
tion to the infection which occurs prior to the 
nurse’s entrance to the training school. It has 
long been known that allergy is not synonymous 
with resistance. 


The fact that the majority of our nurses who 
developed clinical tuberculosis had a negative 
Mantoux on entering training and developed a 
positive Mantoux while in training, and who, 
therefore became spontaneously infected, or “‘vac- 
cinated only comparatively recently,” before they 
developed their clinical disease, strongly suggests 
that “recent” infection affords insufficient protec- 
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tion or immunity to prevent a certain number of 
these student nurses from developing clinical dis- 
ease. The fact, therefore, that nurses acquiring 
their primary infection during training are more 
likely to develop clinical tuberculosis than are the 
nurses who had their first infection prior to en- 
tering training might be interpreted as suggest- 
ing that artificial vaccination with BCG on enter- 
ing training, might actually predispose a nurse or 
hospital employee to the subsequent development 
of clinical pulmonary tuberculosis, especially in 
view of the fact, that it is almost certain that the 
student nurse in the large general hospital will 
become infected or reinfected some time during 
her training. If a comparison of the group which 
acquires its first infection during training, is 
valid, with a group artificially infected with BCG 
on entering training, it would seem that the best 
protection of non-infected student nurses or other 
employees would be, not to artificially infect them, 
but to try to prevent spontaneous infection, or 
control, the dosages of infection in so far as pos- 
sible. 


If infection among nurses and other hospital 
personnel is to be better controlled, more than a 
modified or even a strict contagion technique on 
tuberculosis wards alone is essential. As has al- 
ready been stated, certain studies show that pri- 
mary tuberculous infection of nurses is apparently 
related no more often to the tuberculosis service 
than to other services in the general hospital. If 
this is true, it strongly implies that student 
nurses frequently come in contact with infec- 
tious cases of unsuspected tuberculosis while 
nursing on general, medical, or surgical services of 
the hospital. Protection from possible tuberculous 
infection of the student nurse should not, there- 
fore, be confined to the few weeks she spends on 
the tuberculosis service. If protection is to be 
adequate and effective it should apply to the nurse 
and certain other hospital employees throughout 
the period of training or working in the hospital. 
If efficient protection is to be provided for student 
nurses and other similarly exposed hospital per- 
sonnel throughout training or their stay in the 
hospital, it will depend upon the immediate diag- 
nosis and isolation of all cases of infectious tuber- 
culosis admitted to the general hospitals. It is 
well known that many undiagnosed and infectious 
cases of tuberculosis are admitted to all large 
general hospitals. The unknown case of infectious 
tuberculosis in the general wards of a hospital is 
a definite menace. The findings of routine chest 
roentgenograms of all admissions to the Univer- 
sity of Michigan Hospital during a short period 
of time by Hodges’ is of considerable importance 
in this regard. A routine chest x-ray examination 
of all admissions to general hospitals would g0 
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far in safeguarding the student nurse and other 
hospital personnel against serious tuberculous in- 
fection and the possible subsequent development 
of clinical disease. 


Treatment and Results 


Numerous studies, including that by Amberson 
and Riggins,’ show that only by periodic and fre- 
quent chest roentgenograms of all Mantoux posi- 
tive nurses and other similar hospital employees, 
can pulmonary tuberculosis be diagnosed in the 
early phase. It should be emphasized that al- 
though discovery of the disease may be some- 
what expensive to the hospital or institution, 
nevertheless, the saving both in time and money 
to the patient found to have the disease, definitely 
outweighs the expense involved in routine x-ray 
surveys which we suggest. A comparison of the 
cost of treatment in our student nurses, in 87 per 
cent of whom the disease was diagnosed in the 
early phase, with the graduate nurses, 42 per cent 
of whom the disease was diagnosed in the early 
phase, shows the value of early diagnosis. 


The results of treatment in these groups also 
emphasize again the great saving that results 
from early diagnosis. Of the 31 student nurses 
developing pulmonary tuberculosis who were 
x-rayed periodically, none have died; the disease 
is apparently arrested in 80 per cent, and quies- 
cent in 20 per cent. However, despite the fact 
that periodic x-ray examination was made of all 
student nurses with a positive Mantoux reaction 
and treatment was begun immediately after the 
discovery of the disease, the disease became suffi- 
ciently advanced so that 4 cases required pneumo- 
thorax. Although accurate information regard- 
ing the results of treatment of the affiliating and 
graduate nurses is not known, one example of a 
Bellevue graduate nurse, who had advanced active 
tuberculosis when first diagnosed will serve to 
illustrate. This nurse was treated for a period of 
five years or more, at a cost of 5 thousand dollars 
or more, and at the end of five years she died.” 


It may be said that largely as a result of early 
case finding, tuberculosis among student nurses 
of Bellevue and Lenox Hill Hospitals has been 
controlled to the extent that it has not resulted in 
any fatality during the past eight years. As 
stated previously it has not been controlled as well 
among our graduate nurses who did not have 
perlodic chest roentgenograms as it has been 
among student nurses who have had periodic 
chest roentgenograms. However, the disease has 
been considerably disabling in 5 student nurses 
with pulmonary tuberculosis and one case of 
tuberculous spondylitis in which spinal fusion was 
Successiully performed. The tuberculosis of the 
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spine is now regarded as arrested and the nurse 
has resumed work. 


Summary 


Tuberculin Reaction Among Student Nurses— 
Many studies show that only about 50 per cent of 
student nurses entering training schools, and 
other adults of similar age and economic groups, 
have a positive tuberculin reaction. Abundant in- 
formation is also available to show that in a great 
many training schools associated with large gen- 
eral hospitals, from 75 to 100 per cent of the 
students entering training with a negative tuber- 
culin reaction develop a positive reaction during 
training. Comparative studies also show that 
student nurses become infected with tuberculosis 
much more rapidly than do college students. The 
increase being 15 to 33.3 per cent, per year, for 
nurses, and from 1 to 4 per cent, per year, for 
college students. 


Certain. studies also show that no definite rela- 
tion seems to exist between the development of 
the first positive Mantoux reaction and the type of 
the previous ward service. In so far as could be 
determined, the tuberculosis services, both at 
Bellevue and Lenox Hill Hospitals appears to be 
related to the development of the first positive 
tuberculin reaction no more often than do other 
ward services. This finding was somewhat un- 
expected. The non-isolated and the unknown 
cases of infectious tuberculosis in the general 
wards of hospitals, frequently constitute at least a 
potentially serious menace, especially to young 
student nurses and other frequently exposed per- 
sonnel of the same age group. 


Periodic Chest Roentgenograms—Periodic chest 
roentgenograms, at least every six months of stu- 
dent nurses and other frequently exposed hospital 
personnel of a similar age group and having a 
positive tuberculin reaction, and annually of 
older graduate nurses and certain other hospital 
employees having a positive tuberculin reaction,. 
is essential if tuberculosis is to be diagnosed in 
the early and most curable phase of the disease. 


It is significant that 75 per cent of the Bellevue 
student nurses and 72 per cent of the Lenox Hill 
student nurses who developed clinical tuberculosis 
had a negative tuberculin reaction at the time of 
entering training. It should be emphasized that 
the pulmonary disease developed much too long 
after the first positive Mantoux reaction in the 
majority of these cases for the disease to be re- 
garded as primary tuberculosis. When the pul- 
monary disease was detected at the time the 
Mantoux was first found positive, the disease was 
thought possibly to be the result of primary in- 
fection. In our experience, it is frequently diffi- 
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cult to determine with accuracy if a lesion is the 
result of primary infection or reinfection. How- 
ever, to assume that a lesion is primary and there- 
fore benign as some authors do, may result in 
missing the golden opportunity offered by early 
diagnosis and early and adequate treatment. The 
writer can not agree with the statement by Myers 
et al.,° that, “In our experience adults in whom 
the first infection type of tuberculosis develops, 
even with considerable involvement of the pul- 
monary parenchyma and regional lymph nodes, 
do not require treatment in any form.” 


Control of Infection—Tuberculosis infection oc- 
curring at any age constitutes a definite hazard. 
Therefore, certain measures aimed at the pre- 
vention. or control of infection should be conscien- 
tiously observed not only on tuberculosis wards 
but throughout the hospital. The most effective 
measures of control of serious infection of hos- 
pital personnel probably have to do with the edu- 
cation of the personnel and patient, in so far as 
possible, with regard to the infectious nature of 
the disease. The daily routine and personal 
hygiene of nurses, and certain other hospital per- 
sonnel should be guided at all times by this knowl- 
edge. The early diagnosis and prompt isolation 
of all infectious cases of tuberculosis in the gen- 
eral hospital is an important factor in the ade- 
quate protection of certain hospital personnel 
from possible serious tuberculous infection. Chest 
roentgenograms, and examination of the sputum 
for tubercle bacilli of all admissions should be 
routine procedures in all general hospitals. The 
benefits derived by the patients and, the more 
efficient protection afforded certain hospital per- 
sonnel from such routine procedures would fully 
justify the extra costs involved. . 


> 


Minimal, active, or apparently active pulmonary 
tuberculosis should be treated adequately and 
promptly whether regarded as the result of pri- 
mary infection or the result of reinfection. 


During the past eight years at Bellevue Hos- 
pital and the past five years at Lenox Hill Hos- 
pital, pulmonary tuberculosis among’ student 
nurses has been discovered sufficiently early and 
treated sufficiently adequately, so that it has not 
resulted in a single fatality. 


It can not be emphasized too greatly that early 
diagnosis and prompt and adequate treatment 
afford the greatest safeguard against serious 
tuberculous infection and the subsequent develop- 
ment of clinical tuberculosis of hospital personnel, 
especially of student nurses and other young 
adults, who are constantly exposed to infectious 
cases of tuberculosis. 
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New England Hospital Assembly 


The New England Hospital Assembly, at its 
annual meeting in Boston, March 7-9, elected the 
following officers for the year: 


President—Charles F. Wilinsky, M.D., 
Superintendent, Beth Israel Hospital, Boston, 
Massachusetts 


Vice-President—Joelle C. Hiebert, M.D., 
Superintendent, Central Maine General Hos- 
pital Lewiston, Maine 


Treasurer—Donald S. Smith, Superintendent, 
Mary Hitchcock Memorial Hospital, Hanover, 
New Hampshire 


Secretary—Albert G. Engelbach, M.D., 
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Director, Cambridge Hospital, Cambridge, 


Massachusetts 


Trustees—(1 year), Miriam L. Dow, Superin- 
tendent, Franklin County Memorial Hospital, 
Farmington, Maine; (2 years), Mary L. 
Whittaker, Superintendent, Margaret Pills- 
bury General Hospital, Concord, New Hamp- 
shire; (3 years), Albert W. Buck, Superin- 
tendent, Charlotte Hungerford Hospital, 
Torrington, Connecticut; Arthur H. Ruggles, 
M.D., Superintendent, Butler Hospital, Prov- 
idence, Rhode Island; Rev. Donald A. Mc- 
Gowan, Superintendent, St. Elizabeth’s Hos- 
pital, Brighton, Massachusetts; Jessie E. 
Grant, Superintendent, Springfield Hospital, 
Springfield, Vermont. 
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Governmental Approach to Hospitals 


DOROTHY KETCHAM 


and functioning of the individual is remark- 

ably penetrating, authoritative, and compli- 
cated. As individuals we have our own. controls 
but innumerable points of contact with others 
necessitate agreement, exchange, and polity—this 
is government.’ 


Ta entry today of government into the life 


A hospital is an institution which functions 
continuously in. the life of a community while it 
may function only occasionally in the life of the 
individual. It is becoming increasingly complex 
and it is distinctly characterized by objectives and 
methods which vary in time and place. Each hos- 
pital has its own form of government.' Con- 
tinuity is a trait of government and institutions 
which brings together people and things for mu- 
tual use. The hospital,-then, translates the spirit 
and objectives of the preceding generations in 
the terms and interpretation of the present gen- 
eration. A hospital is a legal unit, a professional, 
social, community and governmental entity,’ 
functioning and responding as other government 
units do in other areas. 


Correlating Services 


It is our purpose here to present in simple form 
some of the ramifications developing in recent 
years as political government reaches into hos- 
pitals, and correlates services for the use of the 
community and the patient in the hospital. Any 
simplification may be ill advised but some sug- 
gestions can be made. 


The hospital, historically, seems to have de- 
veloped first as a private unit, as a gift, as a dona- 
tion, or even as a private business. Treatment 
was withdrawable at the will of the donor or at 
the exhaustion of credit resources. Public hos- 
pitals developed, first, to provide a place for the 
care of the sick; second, to offer opportunity for 
Vocational equipment and expression for pro- 
fessionals, and for the accumulation of knowl- 
edge for future use; and third, to provide for the 
individual sick person. a place for adequate care 


—— 
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and professional analysis. The three items are 
inextricably interwoven but the basic justification 
is traceable solely to the sick person, his need, and 
insistence upon care, which may be interpolated 
by groups he never saw.* 


Financing Is Always a Critical Issue 


Government proceeds slowly and unevenly in 
its advances and protections.? At first the estab- 
lishment of a hospital was a great advance, even 
an enabling act permitting the operation of a hos- 
pital was the declaration of a public policy which 
was hampered only by lack of resources and vi- 
sion. The establishment and maintenance of a 
hospital is prerequisite to the effectuating of the 
hospital as far as community, patient, and person- 
nel are concerned. This follows and varies in, sub- 
sequent intervals with cycles of accession and re- 
cession. Agglomerations of wealth and prestige 
may be sublimated in a hospital building. There 
is undeniably a building but it was erected and 
it exists for the occupants. 


Financing an institution, always a critical 
issue, has been a constant problem in medical 
care. Parents in the community participate in 
the establishment and maintenance of the public 
school through the bond issue and tax levy, and 
see the fruits of their investment as the children 
grow and develop. For the most part the base is 
broad and understanding, as well as continuous. 
Establishing and maintaining centers for the care 
of the sick in the community have not been con- 
sidered on the same basis as othér community 
activities. Sickness for the average person is not 
a continuous but an occasional experience not 
contemplated with pleasure. We think in terms 
of health, not illness. Illness is regarded as a 
block rather than an experience to be anticipated 
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_ Illness may have positive or negative values for the individual during hospitalization. He comes from, returns to, and 
lives among people seeking opportunity, participation, and ex pression. 


Highest mortality rate—under one year 


Highest frequency of illness—under ten years 


Highest recovery rate—under ten years 


Highest duration of disability rate—over thirty years 
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in the sequence of life. Because of difficulty in 
financing our hosiptals it was not long before 
public assistance by subsidy or contract was re- 
quested in order to make the building and per- 
sonnel effective, for the service rendered by the 
hospital personnel and the availability of such 
service are the spearheads which strike at dis- 
ease through buildings and equipment.* 


Need of Group Action 


Governmental action has defined certain poli- 
cies of disease prevention, control, and treatment. 
Through financial resources and institutions, pub- 
lic and private, attempts have been made to chan- 
nelize these policies through the personnel to the 
patient and his family. Neither the exclusive base 
of privete gift nor interest has been sufficient to 
cope with the problem. Governmental intervention 
has helped in some respects but the need for quick 
response in an emergency and the difficulties en- 
tailed in determining the need have made for con- 
fusion. The defense of the community against 
the sick person is many times more conclusive in 
the enactment of public provision than any other 
item. Public health has emphasized the need of 
group action, method and interpretation to be 
enforced if necessary upon the individual. Some 
400,000 persons sought care in the hospitals of 
Michigan in 1938.4 The distribution and size of 
a unit is of weight in assignment or regionaliz- 
ing of service.® 


Universality of Opportunity for All Classes 
Is Important 


The importance of the individual sick person 
who has a disease and is the reason for care 
crops up at a number of points. If health edu- 
cation is to be constructive it must be compatible 
to the individual and the community. The sick 
person must find medical care accessible, avail- 
able, and applicable within his understanding. A 
provision in both afflicted and crippled children’s 
legislative acts relates to treatment without the 
patient’s consent. The tuberculosis act deals with 
the situation in another way. The patient must 
be participant in a medical as well as a social or 
public plan. Universality of opportunity and con- 
sideration and the reduction in discrimination are 
Important to a continuing regime. Taxes and 
benefits must fall uniformly on all members of 
Classes designated. In government there are two 
very important phrases—consent of the governed 
and judgment by peers. The purpose of govern- 
ment is not reward for the faithful but service to 
the body politic. 

*Chart IIT, 

‘Chart IV, 
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The experiences of illness are often very de- 
structive and difficult to accept and use. Where 
intensity and frequency can be reduced by con- 
structive measures it may be worth while to 
avoid or modify some clashes and resentments, 
even fears. The problem is more one of pulling 
together for a common end in a socialized plan of 
use and expression rather than the usual power 
methods which are so frequent and exclusive in 
domination. Governmental philosophies and pro- 
cedures may be more important to the weak than 
the strong for any shift or postponement may 
spell disaster to those unable to resist. 


Social Service Defined 


Social service is a tool which draws together 
community objectives, methods, and resources for 
the use of the individual through the methods of 
inquiry, study, and analysis in social case work. 
In a family when one person is sick—the baby, the 
father, the mother—the smooth functioning, cour- 
age, or even the existence of the entire primary 
unit may be threatened. Disease is not only a 
police power problem of the commonwealth, if not 
defense problem for the community, but a tangle 
for the public welfare hierarchy. It may be a 
question of physical life or social usefulness for 
individual and associates. Against such a com- 
mon threat the energies and resources of govern- 
ment will be assembled by an intelligent and 
thinking electorate carefully integrated for wide 
use. New methods have and will sweep in from 
time to time. 


Legislation Can Give Only General 
Requirements for Care 


Michigan in a way traces significant points of 
governmental participation, points of difficulty, 
failure, and success. What are the functions and 
relationships of units, levels, areas of interest? 
Government and institutions are fundamentally 
rigid in structure and slow in response to chang- 
ing ideas and circumstances. The explosion which 
wrecks an institution or business may be finan- 
cial. As a rule, however, under such circum- 
stances, there is a process of attrition or dwin- 
dling. The public hospital is peculiarly vulnerable 
to demolition because of its dependence upon pub- 
lic understanding, opinion, generosity and appro- 
priations. The public, particularly those removed 
from the field and interests of illness feel the ex- 
pense and requirements of illness intolerable, 
thinking primarily in terms of health, they evade 
and reduce expenditures where possible. Hos- 
pitals repeatedly close a unit, ward, or building 
because funds for financing are not available. 
New hospitals are boarded up until a financial 
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- A GOVERNMENTAL UNIT - 


Professional opinion may be formlated 

by the board.of trustees or its equivalent, 
interpreted by executives upon those within 
or entering the unit. This is Government, 


Chart II 


The hospital is an institution for the care of sick persons, a place where they gather or are brought for treatment. A 
hospital may be local, state, or national in character or use. The hospital is made effective by its resources which may be 
social, financial, professional. The professional group identifies and treats the illness using the many sources of material offer- 
ed in the public institution—personnel, equipment, supplies, etc. The state safeguards, by the licensure provisions, each group 
determining its qualifications and enforcing the same on its own members. Liberal public consideration and endowment has 
assisted in the advance of care. The patient has the illness and comes to the physician, perhaps to the hospital. The hos- 
pital is a significant social institution because many persons are gathered into a small area doing many necessary things. The 
patient must be considered, housed, and fed. The disease must be identified and treated. 
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adjustment can be made. People are still sick and 
need the care. Procedures and principles of 
application, continuity, and calibre are extremely 
assailable and perhaps should be. 


A place for care which meets agreed require- 
ments, legislative, financial, professional and so- 
cial, is a complicated issue. Who shall render and 
who shall receive benefits is equally stirring, while 
how long and where services may be rendered are 
no more simple. Legislation can make only the 
most general criteria which are effectuated 
through a multiplicity of interpretations and per- 
sonalities, conflicts and circumstances to treated 
and treating. 


Legislative Provisions Relating to Medical 
Care in Michigan 


The Michigan enactments relate to incorpora- 
tion, enabling acts, and making of reports or gen- 
eral subjects such as taxation or drug provisions 
which may in some exemption or requirement 
directly affect hospitals. The subject matter of 
legislation may be the result of political expedi- 
ency, pressure, initiative or comprehensive and 
mature social planning. The form of the bill may 
be quite simple and direct, or more complicated. 
The participation of many persons at different 
points may be a part of the plan and make the 
legislative objectives, methods, and procedures 
critical to effective administration and prompt- 
ness or maturity of service. The procrastina- 
tions of government in sickness have been known 
to accomplish disuse, dependency, and _ineffici- 
ency. Michigan has some acts which provide 
medical care for indigents as in the local, county, 
or state levels. The intense personalizing of is- 
sues may make for rifts in a plan and redound 
to all levels. The term indigent is defined by 
statute, custom, and judicial interpretation vary- 
ing widely between and at times within areas. 


The provisions? relating to medical care for the 
adult and child involve home or office visits, hos- 
pitalization, or institutional care. In some re- 
spects the legislation. has been quite liberal. The 
legislation defines the purpose of the acts, desig- 
nates a central agency, point of application, 
procedure in approval, eligibility and other con- 
Siderations.* The first provision of 1847 and the 
last of 1939 show a persistent participation and 
responsibility of local areas. In wider sweeps 
of governmental trends in schools, finance, high- 
Ways and other areas the tax base broadens per- 
mitting local decisions within agreements or stand- 
ards with national and state collaboration and 
financial supervision, exchange, even subsidy on 
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a matching plan. Some objectivity may be 
possible. 


The 1913 law for the care of indigent children 
of the state at the University Hospital joined the 
need of the people with the most skilled tool the 
state had—its own University. The Crippled 
Children’s Act of 1927 introduced new values and 
agencies subject to wider interpretation, the ex- 
ecutive or commission being a political appoint- 
ment. Care was not to be deemed indigent service 
but a direct attempt to encourage and sustain in 
the return to or continuance of life. The Af- 
flicted Children’s Act of 1939 draws together 
many limitations found in other state care acts, 
phraseology and verbage, centralizing adminis- 
tration further and decentralizing treatment out- 
lets. The first Act had nine sections, the second 
twenty-five. The first was simple and direct— 
Whenever there shall be found in any county a 
child who is sick, in need of medical and surgical 
care whose parents are unable to provide for him, 
application may be made to the Judge of Probate. 
The second Act introduced a number of changes 
and limitations which may or may not accom- 
plish an objective of care but are certainly effec- 
tive limitations. It is only reasonable that after 
a public aim or purpose has been set up, for ex- 
ample, the care of sick persons, that social con- 
trols enter to direct and effectuate. In conflicting 
circumstances and pressures a bias may at times 
appear and to make a balance there must be not 
only building but wrecking intervals which may 
seem ruthless. 


After commitment for care, the individuals 
were first a responsibility of the particular accre- 
tion designated as a hospital. Legally a hospital 
may refuse admission to a patient not meeting 
certain requirements or after appropriations have 
been exhausted. The hospital is not required to 
take a patient except in an emergency, which may 
be defined in its own terms. The incorporation 
of separate units proceeded for many years with 
wide and growing emphasis upon private, finan- 
cial, and mutual defense. Free care was dispensed 
as resources indicated. 


The Values of Intercommunication on Problems 


Professional exchange encouraged some inter- 
communication on almost all problems such as 
building, equipment, charges and similar items 
but basically such units were autonomous, making 
and enforcing conclusions independently. A grow- 
ing number of units, increasing financial consid- 
erations, and frequent contacts from functioning 
in a limited field forced some issues into govern- 
mental and legislative halls. 


It is simpler to regulate or direct the flow of 
things rather than people, to exempt certain items 
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Chart III 
The objective of legislation, appropriation, and institution is the care, treatment, and protection of the patient; the vocational 


opportunity or equipment for the professional; the defense of the community. Care may be procured as outlined in legisla- 
tion by application, review, authorization, approval, transfer and admission to public or private hospital. 
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or specify evident requirements. The care or con- 
sideration of people may be somewhat laggard be- 
cause of the difficulty involved in establishing 
categories, classes, or levels. Compensation laws 
are based upon care for the workman who is in- 
jured by an accident arising out of or in the 
course of employment. As time and experience 
have accumulated the terms accident, care, em- 
ployment have been increasingly defined. Such 
occurrences may take place within the vision of 
others who see what happens. The rise and 
identification of diseases may, however, be a very 
tenuous development. Sickness in itself is dis- 
criminatory. Why should one workman be in- 
jured when a hundred suffer no disaster? Post- 
ponement of care only compounds the difficulties 
and reduces optimum results. 


Social service in hospitals has developed as a 
tool of information and interpretation, of use to 
professional and patient, institution and com- 
munity as they see fit. In so far as our outlook 
is heavily directed by economic and professional 
differentials the patient who has the disease may 
be obscured by immediate and vital considera- 
tions of ways and means. The patient has the 
disease but economic resources and social plan- 
ning are not always incident. With increasing 


numbers returning to life and performance, ill- 
ness as an experience of positive or negative value 


can widen or narrow the horizon and depths of 
life and understanding for the patient, profes- 
sional, family, and community. What is neces- 
sary, fair, reasonable and developmental may not 
be enunciated in the same terms. ‘What do I 
get out of it?” “What do you expect of me?” are 
queries occasionally heard from the patient, the 
professional, and the public. 


Social service can bring not only information 
but a knowledge of social resources of use and 
necessity to the individual in continuity, as in 
casework, school, activities, recreation and library 
services—all of which are recognized community 
tools and opportunities. With increasing profes- 
sionalization objectives and methods, units of per- 
formance and attainments are measurable and 
comparable. Interest and well meaning are not 
sufficient tools in social direction. There must be 
a fairness, uniformity, and equity among the many 
with loyalties not to self or particular groups but 
to the wider unit we all serve, not the beating 
down of differences of opinion but mature integra- 
tion and enduring methodology. The field of 
medical care is in a rapid process of socialization 
and Michigan in her one hundred years of service 
to peoples reflects many recurrent alignments. 


Social welfare and social service has been the 
Widening area of government in spite of spoils 
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and difficulties “the foremost enterprise of the 
country.” The divorce of spoils, the inculcation 
of merit and professionalism has been of increas- 
ing concern to improve service and reduce costs. 
How to procure the best at possible cost is the 
question of the day. Medical care has been a busi- 
ness in which hospitals have joined. 


The experience of government in other fields 
is not without significance. Costs and discrimina- 
tions were profound contributory factors in rail- 
road difficulties, rebates, free passes, discrimina- 
tory considerations. Costs are a constant topic 
among hospital persons. Public usage and mo- 
nopoly in both instances have led to questioning, 
for returns must be widened despite confidence in 
position. and controls. The sick person returns to 
life and family to recount experiences, pleasant 
or unpleasant, in the medical unit in his own terms 
and understanding. 


The Probable Effects of Hospital Service Plans 


The entry of group hospitalization may pro- 
vide a loosening from appropriation and gift or 
endowment control to permit greater emphasis 
upon patient perspective and evaluation, opening 
floodgates to sluice off quite a volume of bad debts 
and long term credits which absorb institutional 
possibilities; transforming the narrower base of 
appropriation. and endowment—which smacks 
mightily of a gift to the individual and which may 
be repudiated at any point by the donor—to a 
more patently contractual base from which serv- 
ice to the individual is evaluated not in prestige 
terms but of value received for payment made 
not by domination and authoritarianism but by 
participation and mutuality. 


Democracy in Action 


A hospital is a peculiarly significant adventure 
in government, where, even more than in com- 
munities, the effect of decision, and performance 
upon life and death, the equities between humans, 
the base and vision of administration, the fair- 
ness and interpretation of social consciousness are 
of major consequence in the life of the patient. 
In building the lives of people preparing for the 
future nothing less than courtesy, a service based 
upon genuine interest in people rather than a 
demonstrably predatory interest in aggregations 
of wealth accompanied by power, prestige, and 
access of wealth, can be acceptable. 


There must be an even keel besides pressures— 
not always of circumstances alone—and humility 
in performance not narrowness and faltering 
vision or spoils, the sniping of the weak, the block- 
ing of strong. These great social institutions 
should present an unqualified demonstration of 
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MICHIGAN HOSPITALS 
Bed Capacity 

45% less than 50 beds 
24% less than 100 beds 
25% less than 200 beds 

2% less than 300 beds 

2% less than 500 beds 

2% more than 500 beds 





true democracy in action serving the weak, 
strengthening those who would grow in their pro- 
fession, widening the confidence of any, leaving 
always a place for expediency and advance, for 
discussion, expression, and new ideas. 


The spearhead in approach remains the per- 
sonnel in effectiveness; buildings and wealth are 
significant only in use. The objective of legisla- 


Chart V 


tive enactment, of institutional opportunity, and 
of many gifts is care, treatment, and protection 
of community and patient coupled with vocational 
opportunity or equipment for professional. The 
weighing of areas, the methods of force, the pro- 
cedures of entry, the standards of exchange will 
be as important to the future as the establishment 
of units, the shepherding of resources, the encour- 
agement of professions has been in. the past. 





Employees and the Income Tax 


“If a person receives as compensation for serv- 
ices rendered a salary and in addition thereto liv- 
ing quarters or meals, the value to such person of 
the quarters and meals so furnished constitutes 
income subject to tax. If, however, living quar- 
ters or meals are furnished to employees for the 
convenience of the employer, the value thereof 
need not be computed and added to the compensa- 
tion otherwise received by the employees.” 

‘uy T. Helvering, Commissioner of Internal 

Revenue 

‘1. Morgenthau, Jr., Secretary of the Treasury 

Approved February 29, 1940. 
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One out of every twenty-two children born 
today will become a patient in a mental hospital, 
according to present authoritative data. Accord- 
ing to the same data, 1,000,000 children now in 
public schools will suffer a mental breakdown 
some time in their lives, unless something is done 
about it. 


The number of mental cases per one hundred 
thousand population is now more than four times 
what it was eighty years ago. It is now neces-- 
sary to spend more than $200,000,000 annually 
for mental patients who require segregation. 


Walter L. Treadway, M.D., 
United States Public Health Service 
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National Hospital Act of 1940 


The President's Program for Rural Hospitals 


HE members of the Joint Advisory Commit- 
T= representing the American, Catholic, and 

Protestant Hospital Associations, upon invita- 
tion of the Hon. James E. Murray, United States 
Senator from Montana, appeared before the Sub- 
committee of the Senate Committee on Education 
and Labor, of which Senator Murray is chairman, 
and presented for their respective associations 
their counsel and advice to the Committee on the 
provisions which should be incorporated in the 
National Hospital Act of 1940, Bill S. 3230. 


Appearing for the American Hospital Associa- 
tion was Dr. Fred G. Carter, president; for the 
Catholic Hospital Association, the Honorable Wil- 
liam F. Montavon; and for the Protestant Hos- 
pital Association, Arthur M. Calvin, chairman of 


its Legislative Committee and past-president of 
that association. In addition, a letter from the 
Rev. Alphonse M. Schwitalla, S.J., president of 
the Catholic Hospital Association, suggesting 
important changes in the language of the Bill, was 
written into the record. 


Senator Murray and the members of the Com- 
mittee were very courteous in their consideration 
of the suggestions made by the representatives of 
the Joint Advisory Committee at the hearing. 
The Joint Advisory Committee, in its testimony 
before the Senate Subcommittee approved in prin- 
ciple the purposes of the National Hospital Act of 
1940, S. 3230. Following are the statements of 
the representatives of the three associations: 


Statement for the American Hospital Association 
FRED G. CARTER, M.D., President 


I am here, Mr. Chairman and members of the 
Committee, as an official representative of the 
American Hospital Association. My name is Dr. 
Fred G. Carter and I am the president of the 
organization which I represent. By way of iden- 
tification I would describe the American Hospital 
Association as representing an institutional mem- 
bership of 2800 leading hospitals in the United 
States, affording gainful employment to some 
450,000 persons and expending approximately a 
half billion dollars annually for salaries and for 
the purchase of the products of American farms 
and industry. About 6,500,000 patients are 
served by our member hospitals each year. 


As representatives of the hospitals of the coun- 
try we appear here as advocates of comprehen- 
sive, good hospital care and as such we agree in 
principle with the purposes of the program out- 
lined in the National Hospital Act of 1940, which 
have to do with the provision of needed hospital 
facilities to serve rural communities and economi- 
cally depressed areas. We know that there are 
certain sections of the country which are not now 
adequately served by hospitals and we are glad to 
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support legislation looking toward the alleviation 
of this condition. 


We come to this hearing mindful of the fact 
that we have had definite assurances that the pro- 
gram was to be an experiment covering a period 
of one year, or at most financed by a single appro- 
priation, and we are disturbed by finding that the 
bill provides for its indefinite continuation. We 
firmly believe that before permanent legislation 
is enacted the results of the experiment should 
be carefully evaluated. Many conditions not now 
apparent will be encountered in the trial period. 
It will be found, for instance, that the mere build- 
ing of a hospital is a relatively simple problem 
when compared with the task of integrating that 
hospital into its community. If the experiment 
proves the need for, and wisdom of further effort, 
thought may then be given to ways and means of 
carrying on. 


It can be taken as a major premise that a com- 
munity which has the financial resources to sup- 
port a hospital will be resourceful enough to 
secure one under present conditions. Support of 
the hospital after it is constructed is even more 
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important than the construction. This bill asks 
for assurances of support from all communities 
requesting hospitals. Those most in need will be 
unable to give such assurances. Surely some pro- 
vision should be made for partial subsidy during 
the period in which communities are adjusting 
themselves to their new responsibilities. Philan- 
thropic foundations have found that their work 
of hospital construction in rural areas had to be 
followed up by partial operating subsidies for 
periods of three years or more. 


We note with satisfaction that the Act contem- 
plates hospital construction only in such com- 
munities as can demonstrate the need for such 
facilities. We sincerely hope that there will be 
no duplication of reasonably adequate existing 
facilities, private or public in any community. 


Among hospital people the utmost respect exists 


for the Public Health Service but under the pro- 
visions of this Act it is embarking upon a venture 
which is somewhat strange to its field of activity. 
The National Advisory Hospital Council therefore 
should be the strongest obtainable, if grave errors 
are to be avoided. Men who have had actual hos- 
pital administrative experience certainly should 
constitute a part of this Council. It is fair to say 
that the success or failure of the experiment will 
depend to a great extent upon the personnel of 
the Council and the responsibilities delegated to 
its members. 


If the suggestions which we have presented 
briefly here are followed, we of the hospital field 
will gladly lend such support as we may to the 
program for the development of needed hospital 
facilities to serve rural communities and economi- 
cally depressed areas. 


Statement for the Catholic Hospital Association 


HONORABLE WILLIAM F. MONTAVON 


We are justified in inviting the attention of the 
Subcommittee at the very beginning of this dis- 
cussion to the Message from the President of the 
United States, 76th Congress, 3rd Session, House 
Document No. 604, dated January 30, 1940. 
Please understand me. I am not one of those who 
would have Congress serve merely as a rubber 
stamp in approving Presidential recommenda- 
tions. There is, however, an undeniable organic 
relationship between this bill and the Message of 
January 30. That relationship goes back to De- 
cember 21, 1939, on which date the President an- 
nounced at his press conference his desire that 
about one hundred hospitals, small rural hospitals, 
be erected in areas in need of such facilities and 
that in this way a practical approach be made to 
the solution of a serious problem. 


The President followed up this statement. He 
invited a group of men, outstanding authorities in 
medical care and hospital administration, to con- 
fer with him. This conference held on January 10, 
1940, was constructive. There was agreement on 
essential points. The Message of January 30, 
1940, embodies most of these points on which 
there was agreement. 


In the Message the President is careful to sepa- 
rate this hospital erection project from the prob- 
lem of “health security for the Nation.” The 
President says the health security problem is still 
with us, but it requires more study and calls for 
Constructive action not at this but “at the next” 
Session of Congress. 


April, 1940 


In the Message the President is a realist. He re- 
calls that “in. many areas hospital facilities are 
almost non-existent. The most elementary health 
needs are not being met.”” He proposes that Fed- 
eral funds be made available “for the construction 
of small hospitals in needy areas.” 


The Catholic Hospital Association participated 
through its President in the conference of Jan- 
uary 10. The Catholic Hospital Association, the 
National Conference of Catholic Charities and the 
National Catholic Welfare Conference, for whom 
I speak, welcome any sound practical method for 
making hospital care and health service available 
to thase needy localities to which the President 
refers in his Message of January 30. We agree 
with the President and this Committee that any 
adequate solution. of this problem calls for finan- 
cial cooperation between national and local gov- 
ernments, and requires the full, wholehearted and 
free cooperation of the local community. 


How to plan a project in which these three 
agencies can function together in providing hos- 
pital service is not an easy problem within the 
framework of our Federal system in which local 
self-government is the fundamental condition. 


Any suggestions or criticisms we make we de- 
sire to be constructive. We share with you, Mr. 
Chairman, an earnest desire to improve health 
conditions in needy areas. 


The purpose stated in the title of this bill fails 
to take into account the clear distinction between 
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the problem we now face and the more complex 
problem of national health security. Certainly to 
make even a beginning in providing hospital ser- 
vices where they are needed and are not now 
available is a contribution to health security. But 
to link these local situations up with a national 


health security program, with the standardization 


that a national program demands, we believe 
would complicate and tend to defeat the purpose 
of this bill. I suggest that in this bill we omit all 
reference to national health and state the trtie 
purpose of the bill in simple language as follows: 


“A Bill to provide for the general welfare 
by an appropriation of Federal funds for the 
construction of needed hospitals. This Act 
may be cited as the Hospital Construction 
Act of 1940.” 


In the drafting of the amendments to S. 3230 
which I am about to suggest the Associations for 
which I speak drew upon a vast experience gained 
through the years in the construction and opera- 
tion of more than six hundred charitable hospi- 
tals in the United States and the active work in 
the field of social service of the National Con- 
ference of Catholic Charities which is organized 
and functioning in. more than a hundred dioceses. 


Our purpose is to insure efficiency and the 
maximum social benefit in the maintenance and 
operation of the community hospitals it is pro- 
posed to construct. 


To that end we believe that in the maintenance 
and operation of these hospitals the service to the 
community served by the hospital will be greatest 


if the bill is amended to provide a higher degree 
of autonomy to the community in the adminisira- 
tion of the hospital than seems to be contemplated 
in the bill now before you. 


In the Message of January 30, the President 
distinguishes between the functions and jurisdic- 
tions of the Federal Government and of the local 
community. “Title to these institutions,” the 
President says, “should be held by the Federal 
Government, but operation should be a local finan- 
cial responsibility.” Through ownership the Fed- 
eral Government exercises remote control under 
a contractual arrangement with the local com- 
munity. Through control of operating costs the 
local community assumes responsibility and exer- 
cises direct control over the institution subject 
only to the terms of the contract with the Federal 
Government. 


The President contemplates not a hospital oper- 
ated directly by a local government. He does 
recommend that projects be submitted by re- 
sponsible public authorities, but he also relies on 
public-spirited citizens with means and on pay 
patients to supply income required for guarantee- 
ing adequate satisfactory hospital services to the 
whole community, including all who “literally can 
afford to contribute little or nothing toward their 
treatment.” A hospital looking to such sources 
for its income should be governed by a board of 
citizens and not by the government. 


Government should, of course, cooperate but it 
should cooperate in a friendly protecting spirit; 
it should control only in, last resort and then after 
giving due hearing to all interested parties. 


Statement for the American Protestant Hospital Association 
ARTHUR M. CALVIN 


Due to the inability of the President, Rev. P. R. 
Zwilling of the American Protestant Hospital 
Association, to be present, he has delegated the 
speaker, Arthur M. Calvin, Chairman of the 
Legislative Committee and a past president of the 
Association, to represent him and the Association 
at this hearing. 


The American Protestant Hospital Association 
represents the major portion of the Protestant 
church hospitals of America, and it has been their 
desire at all times to cooperate with all health 
organizations and government bodies in promot- 
ing better health for the people of our country. 
To further illustrate this fact would only be a 
matter of repetition of facts which has been sup- 
plied this Committee at previous hearings. 


It is our purpose to point out that if there is a 
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need for the construction of small hospitals, as 
proposed in the Bill S. 3230, that you should not 
overlook the fact that all who champion the cause 
of church hospitals must continue to insist that 
these voluntary institutions and agencies which 
have been set up, and whose functions have been 
carried on for many decades by heroic efforts of 
self-sacrificing individuals and organizations— 
their freedom of action must not be interfered 
with, their further expansion and future develop- 
ment must not be impeded, and the American 
people must not be deprived of the ultimate bene- 
fits that flow from them. 


We are in accord that some areas and groups 
are best served by governmental agencies, how- 
ever, it is apparent that the uncertainties of the 
untried field of general governmental hospitaliza- 
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tion are not an adequate substitute for the splen- 
did present and past contributions of the volun- 
teer church hospitals and their activities. 


The intentions of this Act, as is our general 
understanding, is not to destroy the voluntary 
initiative of church organizations or individuals 
and establish a vast system of governmental con- 
trolled and operated general hospitals, but to en- 
ter the field of hospitalization in poor rural and 
depressed areas and for the permanently un- 
employables where hospitals are to be supple- 
mented, not superseded. 


Therefore, it appears that this program should 
not be extended for more than one year, at which 
time the experience gained may be reviewed. 


As in education, so in health, private initiative 
should be encouraged where citizens are able to 
provide for their own health and well-being. And 
in our democracy we concur with this Committee 
that government action should only be a last 
resort. 


We further submit the following recommenda- 
tions which we desire written into the bill: 


1 That the National Advisory Hospital 
Council should be composed of a fair propor- 
tion of hospital administrators. 


2 That the National Advisory Hospital 
Council should take under consideration, for 
approval of application for hospitals that 
such institutions shall maintain the standards 
which the American College of Surgeons, the 
American Medical Association, and which the 
hospital associations regard as minimal for 
rendering good service. 


Agreeing as we do to the purpose of the bill, we 
are mindful of the importance of the selection of 
the members of the Advisory Council who will be 
given the responsibility of carrying out the intent 
of the bill. We desire that such advisory council 
be as receptive in accepting counsel from this 
association from time to time as has been the 
consideration shown us by this committee and 
other government officials. 





Nursing Education Summer School 


The Colorado State College of Education at 
Greeley, Colorado, has announced a four-weeks’ 
and a six-weeks’ summer school session, affording 
courses in nursing education and closing with an 
Institute on July 5 and 6. 


The courses offered are: “Fundamentals of 
Community Nursing”; “The Curriculum and 
Principles of Teaching Applied to Nursing Edu- 
cation”; “Ward Management and Ward Teach- 
ing”; “Trends in Nursing Education”; “Trends 
in Guidance” ; “School Health Education” ; “State 
Supervision of Nursing Education” ; and “Admin- 
istration in Schools of Nursing.” 


Lectures, projects, comparative studies of 
schools of nursing, and some excursions to hos- 
pitals, schools of nursing, and public health or- 
ganizations will provide the basis for conferences 
and discussions. 


——_— <>. 


Nurses’ Apostolate at Mercy Hospital, 
Dubuque, lowa 


An idea that had its origin in Mercy Hospital, 
Dubuque, Iowa, almost five years ago, has spread 
its influence to many hospitals in the United 
States and throughout the world. This is the 
Nurses’ Apostolate organized by Rev. John R. 
Bowen, Chaplain of Mercy Hospital, Dubuque, 
Towa, in 1935. Its purpose was threefold, “To 
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convey the idea of God and His mercy to dying 
non-Catholics of good faith; to acquaint nurses 
with a proper technique in approaching the crit- 
ically ill; and to promote among nurses a special 
devotion to the sick and dying.” 


Following the development of Chaplain Bowen’s 
idea at Mercy, a Jesuit priest in Boston estab- 
lished a unit which spread to eighteen hospitals; 
a Franciscan nun started a unit which embraced 
twenty-five hospitals on the West Coast; and a 
branch of the Mercy Sisters is carrying the apos- 
tolate all through the South. Units have been 
established in Canada, Alaska, England, Mexico, 
Italy, Ireland, India, and in a leper colony in 
British Guiana. 


Sister Mary Immaculata, superintendent of 
nurses at the Mercy Hospital, lectures, guides, 
and instructs the nurses’ apostolate group at 
Mercy Hospital. 


A Nursing Institute at Winona, Minnesota 


The Department of Nursing Education of the 
College of St. Teresa, Winona, Minnesota, is spon- 
soring an institute which will be conducted on 
April 26 and 27 by Mrs. Eugenia K. Spaulding of 
the Catholic University of America. 


The subject of the institute is “The Guidance 
Program in the School of Nursing.” 


The charges are two dollars for registration and 
five dollars for room and meals. 
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EDITORIALS 


The Voluntary Versus the State 
Controlled Hospital System 


Thinking people, both medical and the laity, will 
never permit the failure of our voluntary hospital 
system. They assuredly would not have a state- 
controlled hospital system replace it. The vol- 
untary hospital is essential to the medical profes- 
sion and to medical progress. It is now, more than 
ever before, the training school for our future 
physicians. Its value to any program of social wel- 
fare and health conservation increases as our pop- 
ulation multiplies. In economic security which 
good health promotes, in the stimulus it affords 
to medical research and progress of the science 
of medicine, the voluntary hospital can be neither 
replaced nor limited by government control. 


The noted English medical authority, Dawson 
of Penn, emphasizes the place of the voluntary 
hospital in, our social and medical economy. This 
great physician says: 


“What is the ultimate justification for the con- 
tinuance of the voluntary hospital system as a 
permanent feature of the medical services? The 
answer lies somewhere in the association of the 
voluntary hospitals in teaching and research, but 
it is not simply that they must be kept alive be- 
cause they are teaching hospitals. 


“There is more to it than that. Their real 
value is that the peculiar nature of this associa- 
tion in teaching and research is the best guaran- 
tee of an alert and enterprising medical profes- 
sion, and on the existence of a medical profession 
of this calibre depends the efficiency of hospital 
treatment, the advance of medical science, and the 
Maintaining of high standards throughout the 
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medical services. It is because the voluntary hos- 


pital system is better able to give this guarantee 
than a state-controlled system that it must be 


preserved. 


“The voluntary hospital system is founded on a 
rock of common sense and sound social policy, and 
those who would further its cause must be con- 
fident in the knowledge that its credentials can be 
examined without fear. Armed with this knowl- 
edge, how much more readily will they carry for- 
ward one of the greatest humanitarian traditions 
the world has known.” 


Teamwork in the Hospital 


The patient always comes first, then come the 
other hospital objectives—education of doctors 
and nurses, public health, and research—and then 
last of all comes the fame of individuals on the 
staff. 


This means that all hospital people worthy of 
the name, subordinate themselves and pull to- 
gether to make their hospitals the very best places 
for the patients to receive correct diagnosis, the 
best of treatment, operative or medical, and care- 
ful and kindly nursing. This was not always so. 
Occasional hospitals have been dominated by in- 
dividual physicians or surgeons who, whether con- 
sciously or not, subordinated everything to their 
personal glory. Counting upon the fact that his 
prestige was important to the hospital such a man 
has been known to break rules, defy authority, 
and turn the hospital into a place run by favor 
and not by justice. 
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It has happened that an individual trustee has 
done, or aspired to do, a similar thing. He has 
perhaps taken a desk at the hospital and has had 
matters of policy and detail come to him for deci- 
sion. Then the superintendent becomes a rubber 
stamp. The result is that no self-respecting hos- 
pital administrator will take such a position: A 
hospital is too important a servant of the commu- 
nity to be made the tool of any man’s ambition. 
Any credit which a man or woman may win by 
performing well his or her job as a part of the 
machine, any prestige that the individual physi- 
cian may achieve because he develops a new pro- 
cedure or finds a new “bug” is rightfully his to 
be shared with the hospital where he does his 
work, and with those whose team play made it 
possible. It should be said to the credit of hos- 
pital administrators of the day that the abuse 
of which I speak is less common because some of 
them have dragged it into the open. 


May the day come when the “prima donna” 
surgeon is a thing of the past. This can only 
be by constant vigilance of a strong administra- 
tion, loyally supported by the trustees—justice 
to all, favoritism to none. 

F. A. W. 


Focusing Attention on the 
Small Hospital 


At the present time the small hospital is very 
much in the limelight. If Federal legislation now 
pending be accepted, there should soon be put 
into operation a gigantic plan to improve the hos- 
pital situation in rural areas. By providing cap- 
ital investment and, to some degree, the training 
of personnel, but not subsequent maintenance, 
the way is being paved for joint state and volun- 
tary effort without pauperization of the people. 
It is to be hoped that this focusing of attention 
on rural needs will stimulate more complete study 
and solution of the many problems other than 
finance of the small hospital. It is equally to be 
hoped that the hospitais themselves, perhaps 
through their associations and with the help of 
some of the Foundations, will take the lead in 
these studies, rather than leave them to the state. 


Our small hospitals are rendering a great and 
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glorious service to their communities, but almost 
all of them are suffering from serious handicaps, 
Few of them can afford to maintain the diagnostic 
and therapeutic facilities needed by a large per- 
centage of their patients. Only a few can main- 
tain adequate pathological and biochemical lab- 
oratories, or even employ a dietitian or physio- 
therapist. The majority have x-ray equipment, 
some are over-equipped, but all too often there is 
not a competent radiologist within a hundred 
miles. Without adequate staff organization, it is 
almost impossible to control properly surgical and 
other procedures attempted in many of the hos- 
pitals. Without interns and without a record 
librarian, it is exceedingly difficult to keep worth 
while medical records. Many administrators, 
keenly ambitious for their institutions, have found 
little support from their trustees, who are not 
interested in attending or letting others attend 
conventions, in joining helpful associations, or 
even, in subscribing to hospital journals. 


A solution to these problems is needed. Prob- 
ably several solutions will be needed. For one 
thing, hospitals cannot forever carry on as iso- 
lated entities, achieving individual efficiency at 
the expense of the hospital field as a whole. Much 
would be gained if the facilities and the expert 
knowledge available in the large hospital could be 
extended even in minor part to its small rural 
neighbor. Transfer of serious cases, loan of cer- 
tain portable equipment, rendering of special 
laboratory and other services, advice on dietary 
and nursing routine and organization, assistance 
in purchasing, training of supervisors, techni- 
cians, and librarians, and advice on laundry and 
powerhouse procedures are but a few of the ways 
in which larger hospitals could assist smaller ones. 
True, under our methods of organization and 
financial setup, it is difficult for the majority of 
hospitals to do more than look out for themselves, 
but if we have a worthy goal, evolution in that 
direction will inevitably follow. 


Moreover, many smaller hospitals need more 
inspiration. Some of their trustees, nurses, and 
doctors need to be stimulated out of a still all too 
prevalent laissez faire apathy. If many small hos- 
pitals can be up-to-date in every detail, why must 
others be hopelessly antiquated? Literally, thou- 
sands of trustees have never heard of blood banks, 
of administrative institutes, of the Bacon Library, 
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or of this journal. Our educational program does 
not fully reach those who could most profit by it. 
The situation, however, is infinitely better than it 
used to be and there is every reason to anticipate 
continued improvement in the future. A special 
study of the small hospital, its needs and problems 
and their solution, might readily be undertaken in 
both national and state hospital associations. 
G. H. A. 


The Trained Worker in the Hospital 


There is every indication that in the future 
the graduate nurse in the hospital will devote 
more of her time and skill to educational and su- 
pervisory service, and less to the bedside care of 
_the patient. A large if not a major portion of the 
work she has done in the past will be accomplished 
by a non-graduate or “trained worker” and the 
student nurse. The trend in this direction is very 
evident. The responsibility for good nursing serv- 
ice must remain with the graduate nurse. 


Our hospitals will have a new and increasingly 
large group of workers on the wards and serving 
the patients, who must be given proper training 
in the services assigned to them. A conservative 
estimate of the number of this present employed 
group is one hundred thousand. They will be 
paid a salary somewhere between what a maid re- 
ceives and what a graduate nurse is paid. Sooner 
or later they will identify themselves as an or- 
ganized or associated group. 


The hospitals are confronted with many per- 
plexing questions incorporated in the formation 
of this group of “trained workers.” The hospital 
administrator is first concerned with the quality 
of nursing service which his hospital will pro- 
vide, under the new order. As the remuneration 
of the “trained worker” is to be paid by the hos- 
pital, the administrator is concerned with estab- 
lishing a fair wage scale and with the ratio of 
“trained workers” to graduate nurses which must 
be provided. He must give timely thought as to 
whether this new trend is one of expediency or 
whether it has value as a continuing program. 


Who is to train. the “trained worker” and what 
training must she receive to fit her for the service 
She will be expected to give, follows as a natural 
Sequence. Is this group both for educational and 
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for service purposes to be a department of the 
training school, or should it be a group under the 
hospital administration, through the superinten- 
dent of nurses? How close will the value of serv- 
ices of the “trained worker” approach that of the 
graduate nurse, and is it probable that in. time 
her training will be so extensive that she will re- 
place the graduate nurse in our institutions? 


The whole problem of the “trained worker” is 
as important to the hospital field today as the 
problem of the trained nurse was twenty years 
ago. Hospital administrators are more concerned 
than any or all the groups involved. There should 
be no delay in referring this whole problem to a 
representative study group. No palliative can ef- 
fect a cure. Whatever program is determined 
upon should be established on a basis of perma- 
nency and not adopted as a measure of expediency. 


Diplomates for Staff Positions 


It would be well for all hospitals, teaching, 
municipal, and voluntary, to consider for appoint- 
ments to their medical staff, men who are Diplo- 
mates of the American Boards for Medical Speci- 
alities. This requirement should apply to all di- 
rectors and senior staff members; and junior staff 
members should be requested to comply with the 
requirement within a limited period of time. 
Some leeway, of course, should be allowed the 
juniors, or members of the younger group in the 
hospital, in order to give them the opportunity 
to qualify for these Boards through further train- 
ing and experience. Since all hospitals are edu- 
cational institutions, some definite mechanism 
should be devised within the hospital itself for 
the training ef the younger men by the senior 
staff members, or in other words, the Diplomates 
on the staff. 5 


There is a tendency, and the tendency seems 
to be spreading, toward the belief of the doctors 
that their prestige with patients suffers if they 
are not members of a staff of some hospital. Con- 
sequently, there is an increasing demand on the 
part of the doctors to become associated with hos- 
pitals as staff members. It is important that a 
place be found in every hospital for the general 
practitioner, and a courtesy staff should be 
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established for this purpose. Courtesy staff mem- 
bers should have the privilege of attending all 
clinical pathological conferences and general staff 
conferences; however, they should have no vote on 
staff matters. Those courtesy staff members who 
show an. interest in the hospital and who are will- 
ing to meet the requirements of the American 
Boards, should, when a position is available, be 
promoted to the regular staff and assume the re- 
sponsibility of an active staff member. 


Hospitals everywhere should lend their sup- 
port to improve the calibre of their staff mem- 
bers. The best standard of recommendation for 
a doctor is that he hold a diploma or certificate 
from the Certifying Board of his chosen special- 
ity. And in order that the type of service ren- 
dered to patients in all hospitals will be on a high 
plane, the hospitals in this country should do 
everything possible to encourage the members of 
their staff to become Diplomates on their respec- 
tive Boards. 

W.E. L. 


What Price Standardization 
of Hospital Supplies! 


In the field of hospital equipment and supplies 
simplification is just as necessary as standard- 
ization. Both are important. Hospitals are the 
unwilling victims of high production costs of in- 
struments, equipment and other supplies. Some 
are manufactured and placed on the market for no 
better reason than that a well-known surgeon, 
gynecologist, or inventor has designed a new 
model. Not one in one hundred of these new de- 
vices give better service or perform in a better 
way than many of the older designs. They be- 
come a vogue for a while and unless they have 
real merit and a superior utility, they pass out 
of the merchandising picture. 


Equipment meant to last a lifetime is purchased 








at a high cost. If parts of the equipment become 
broken or need replacement for other reasons, 
they are not obtainable—the model is discon- 
tinued. The cost was high in the first place be- 
cause the cost of the first product had to be dis- 
tributed over the number which the manufacturer 
thought he could sell. The hospital paid the cost, 
but for any of a number of reasons was unable 
to realize the expected period of service. 


Among fixtures built to last as long as a hos- 
pital can have use for them are plumbing fixtures; 
lavatories, wash up sinks, water closet bowls, bath 
equipment, etc. New designs with slightly different 
shape, but serving no better than the equipment 
in use, new models, with new measurements, are 
designed and placed on the market. Old models 
are discontinued. If a bowl is broken and it 
cannot be replaced, the installation of the new 
model frequently makes expensive plumbing al- 
terations necessary. Walls have to be opened, 
terrazzo floors torn up, and inconveniences and 
impaired service are the result. 


The Bureau of Standards frequently finds it- 


_ self embarrassed by the demand of manufactur- 


ers to adopt as standard equipment, new models 
of substandard quality, and other undesirable fea- 
tures to meet.a market for cheap products. The 
hospitals buy upon the basis of quality and service 
performed. They buy for permanency. But in 
a committee considering new standards the con- 
sumer is outnumbered five to one. He may be- 
come as vocal as he desires, but the standard is 
finally established to meet the recommendation of 
the committee. A recent instance is the approval 
of six different designs of baby baths. Two would 
have been one too many. 


The effect is the rising tide of hospital con- 
struction costs and maintenance costs. Hospitals 
through the experience of their own administra- 
tors, their engineers, and purchasing authorities 
should be the ones to establish standards. Manu- 
facturers will readily agree to adopt those stand- 
ards and to sell to an established market. 
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Tax Exemption for Voluntary Hospitals 


ARNOLD F. EMCH, A.M., Ph.D. 


anomalous position in our socio-economic 

structure. On the one hand, they are re- 
garded as basic social institutions engaged in that 
most vital of all public services—the preservation 
of life and health in man; on the other hand, they 
are regarded as private organizations, with all 
that implies in the way of business initiative, 
operation and procedure. 


V OLUNTARY _= hospitals occupy a rather 


This dual capacity of performing a public serv- 
ice through private initiative is responsible for 
considerable confusion in the minds not only of 
the people generally but of the various interested 
parties and professions concerned. There are 
those who, in view of the public service rendered, 
would give hospitals every possible advantage and 
consideration in order that they might carry on 
their great, humanitarian work without unneces- 
sary interference or hardships; there are others, 
however, who in view of the business aspects of 
hospital management and finance, would impose 
upon hospitals many of the restrictions and re- 
quirements which ordinarily would apply only or 
primarily to business enterprise. 


Voluntary, not-for-profit hospitals are not of 
course private business in the ordinary sense of 
the term, even though they depend upon private 
initiative and leadership for their management 


and operation; they are not government agencies 


(voluntary means nongovernmental in this in- 
stance), although they perform an essential pub- 
lic service. A fair and just appraisal of the vol- 
untary hospital and its status in modern society 
must consider both of these aspects if it is to re- 
flect the function and purpose of the hospital, on 
the one hand, and its administration and man- 
agement, on the other. Any appraisal, particu- 
larly with reference to the laws on tax-exemption, 
which ignores or minimizes either the public func- 
tion or the private management of the voluntary 
hospital, is therefore narrow and ill-advised. 


The Law and Eleemosynary Institutions 


In connection with the management aspect of 
the voluntary agencies, Carl Zollman, noted au- 
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thority on American law as it applies to charities, 
has this to say: 


“The successful foundation, development, 
and support in America of educational, elee- 
mosynary, and religious institutions upon a 
purely voluntary basis is one of the outstand- 
ing achievements of our democracy. Into 
this great system, symbolized on every hand 
by school, hospital and church edifices, has 
gone a large part of the moral energy which 
three generations of men and women have 
been able to spare from the necessary task 
of earning a living. Into it have entered, 
and are constantly entering, many of the vast 
fortunes accumulated in this land of limitless 
opportunity. In it are expended today the 
finest efforts of the best citizens of the land.’ 


In connection with the public service aspect of 
the voluntary agencies, Mr. Zollman has this to 
say: 


“Both the education of the young and char- 
ity toward the poor are recognized as public 
functions. Primary schools, high schools, 
and universities, as well as orphan asylums, 
hospitals, and poor houses therefore, are built 
and maintained with public funds. In fact 
most of the money obtained by taxation is 
used by the various states for these two pur- 
poses. Since private charity prevent persons 
from becoming a charge on the state and 
since private schools relieve the congestion 
that exists in the public schools, particularly 
in the cities, it is obvious that the burden 
of taxation is considerably lightened by these 
private institutions even though they go be- 
yond the work ordinarily done by the state. 
The state, therefore, is making a very good 


1Carl Zollmann, American Law of Charities, Milwaukee, 1924 
(Preface). 
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bargain i in having part of its work performed 
by them in consideration of this tax exemp- 
tion. It would be decisively the loser if all 
these institutions were abolished, their prop- 
erty taxed, and the work done by them trans- 
ferred to the state. The public nature of the 
work voluntarily shouldered by these private 
institutions is, therefore, a full and sufficient 
justification for the exemption extended to 
them.’” 


“It has been said,” he says, “that ‘the 
fundamental ground upon which all such ex- 
emptions are based is a benefit conferred 
upon the public by such institutions, and a 
consequent relief to some extent of the bur- 
den upon the state to care for and advance 
the interests of its citizens’ (1892, M.E. 
Church South v. Hinton, 92 Tenn. 188, 190, 
21 S.W. 321). This reasoning certainly is 
sound. The benefits derived by the commu- 
nity at large from charitable institutions far 
outweigh the trivial inequality caused by an 
exemption of their property. More than a 
fair equivalent for the exemption, offered to 
them is returned by their ultimate contribu- 
tion to the public good. “The very objects 
for which taxes are, in large part, assessed, 
are to carry on the educational and benevo- 
lent institutions of the state; and hence, there 
is great propriety in avoiding, as the consti- 
tution does, the imposition. of any taxation 
upon those agencies which are themselves 
employed in the very work to which the state 
applies so large a part of its revenues’ (1898, 
Travelers’ Insurance Co. v. Kent, 151, Ind. 
349, 353, 50 N.E. 562, 51 N.E. 723). Exemp- 
tions, therefore, are not merely an act of 
grace on the part of the state, but stand 
squarely on state interest. To subject prop- 
erty of charitable institutions to taxation, 

‘would tend to diminish rather than increase 
the amount of taxable property, and would 
destroy the very life which produces a con- 
stant increase of taxable property as well as 
more valuable benefits.’” 


It is perfectly apparent that, notwithstanding 
isolated attempts to tax.eleemosynary institu- 
tions,* the general trend in the history and phil- 
osophy of the law in this particular has been to 
grant institutions established for or devoted to 
religious, charitable, scientific, or educational pur- 
poses, the privilege of exemption from taxation. 


Now if the general trend in. the history and 


2Carl Zollman, mrlgg oeA i il Church Law, Columbia Univer- 
sity Press, 1917, pp. 236-237. 
*Zollman, amerionn Law me Charities, pp. 465-466. 


‘Ek. g. The attempt on the part of the City of Cambridge sev- 
eral years ago to tax the property of Harvard University. 
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philosophy of the law regarding the exemption of 
eleemosynary institutions from taxation is sound 
(and there is ample evidence and reason to sup- 
port this view), then nongovernmental, nonpro- 
prietary (not-for-profit) hospitals falling within 
this category, should likewise enjoy or continue 
to enjoy this exemption. Any attempt to with- 
hold this privilege from certain voluntary, not- 
for-profit hospitals must be regarded as implying 
either a denial of the soundness of the law with 
respect to exemption of eleemosynary institutions 
from taxation, or the exclusion of certain not-for- 
profit hospitals from the general category of elee- 
mosynary institutions. Without considering fur- 
ther the merit of the former alternative, involv- 
ing as it does, the assumption that eleemosynary 
institutions generally, regardless of their re- 
ligious, charitable, scientific, or educational char- 
acter, should be subject to taxation, let us ex- 
amine the latter alternative, which for one reason 
or another, involves the exclusion of certain vol- 
untary, not-for-profit hospitals from the general 
category of eleemosynary institutions. 


Contributions of the Hospital 


Probably the first and foremost reason why 
certain voluntary, not-for-profit hospitals are 
sometimes considered as hardly worthy of the 
name, and hence not rightfully entitled to exemp- 
tion from taxation, is the relatively meager ex- 
tent of their charitable services, that is, free hos- 
pital and out-patient care. Aside from the fact 
that there is usually no legal “requirement as a 
prerequisite to tax exemption that the hospital 
give free service to patients,’ the question nev- 
ertheless arises as to the validity of the inference 
that a hospital, operating under and in compli- 
ance with a not-for-profit charter, and all the laws 
pertaining thereto, should be subject to taxation 
because the extent of its charitable service is not 
what some may feel that it should be, or more 
generally, that a not-for-profit hospital should 
enjoy or continue to enjoy exemption from tax- 
tion specifically because of its charitable service, 
that is, free hospital and out-patient care. 


It is generally recognized in American juris- 
prudence, as previously indicated, that tax ex- 
emption “is in the nature of a subsidy from the 
state and its local governments to be applied 
where the private agency renders services that 
affect the public welfare, well-being, and health 
of the people of the state, without pecuniary gain 
to theagency.”* Now precisely what are the serv- 
ices rendered by the hospitals that affect the pub- 
lic welfare, well-being, and health of the people? 


5Emanuel and Lillian Hayt, Legal Aspects of Hospital Prac- 
tice, New York, 1938, p. 13. 


®Hayt and Hayt, ibid., p. 11. 


HOSPITALS 





1 Hospital and Out-Patient Care. Hospital 
care and out-patient care are of course major 
services which affect the public welfare, well-be- 
ing and health of the people. This is obviously 
true of these services, regardless of the sources 
of income to cover their costs. But apparently 
there are those who feel that the hospital is mak- 
ing a “contribution” to the health of the people 
only in so far as these services are free. This 
appears to be an extremely limited point of view, 
for the evaluation of a hospital’s contributions to 
its community and to society generally on the 
single and sole basis of its charitable services 
(free hospital and out-patient care) totally ig- 
nores the larger role of the hospital (1) as a con- 
stantly available resource to the community, (2) 
as an essential educational and training institu- 
tion, and (3) as a research laboratory not only 
for the science of medicine but for the testing 
of hospital equipment and procedures. 


2 Constantly Available Resource. A hospital 
is a constantly available resource to its commu- 
nity, just as a water system or a power system 
is a constantly available resource to its commu- 
nity. This is an extremely important asset to 
a community, for it means that hospital service, 
like water and power, is available (regardless of 
whether it is used) day and night for every hour, 
minute, and second in the year. The only differ- 
ence between the hospital and the water or power 
company in this connection, aside from the fact 
that the latter is a business whereas the former 
is a social agency, is that the hospital operates 
without imposing an additional “availability” 
charge, whereas the water and power companies 
both require what is called a “stand-by” or “readi- 
ness-to-serve” charge. The value of this con- 
tribution of the hospital to the community far 
outweighs any monetary gain through exemption 
from taxation.’ 


3 Essential Educational and Training Institu- 
tions. Hospitals, recognized more and more as 
essential training institutions in the practice of 
medicine, nursing, dietetics, and the allied special 
techniques, are educational institutions of no sec- 
ondary importance in. providing facilities and 
services for the advancement of medical science 
in all of its practical applications. 


It is encouraging to note in this connection the 
remarks of President Conant of Harvard Uni- 
versity, recently addressed to a group in Boston. 
He said: 


“Unless these institutions (hospitals) are 
In sound financial health they cannot be the 
centers for the type of fine medical work for 


to William J. Orchard, “The Need for Governmental Assistance 
t ospitals and Its Effect Upon the Voluntary Hospital Sys- 
em,” HOSPITALS, vol. 14, No. 3 (March, 1946), pp. 15-16. 
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which this (country) has long been famous. 
. . . The care of the sick, the training of 
doctors and the advancement of medical 
knowledge are all aspects of the work of the 
modern hospital which are intimately associ- 
ated with each other... . I want to emphasize 
that after a man has received his medical 
degree he gets the final and all-important 
part of his training in the hospital, quite 
apart from any connection with the medical 
school. Everyone of us who has reason to be 
grateful to a physician or surgeon has reason 
to be grateful to our hospitals.” 


Not only are these hospitals centers for the 
training of interns and resident physicians, but 
they are also the organizations through which the 
practicing physician is enabled to carry on. his’ 
life-long, postgraduate, medical education and 
clinical and laboratory research. Hospitals con- 
stitute not only the natural focus for the more 
informal aspects of medical discussion, for ex- 
ample, ward rounds, but for the more formal and 
regular medical forums, such as staff meetings, 
pathology conferences, and clinical demonstra- 
tions. It would be possible to go on at length thus 
detailing similar and comparable functions which 
the hospital performs for the numerous ancillary 
professions, such as nursing, dietetics, physio- 
therapy, x-ray and laboratory techniques, phar- 
macy and occupational therapy. Among the newer 
educational functions performed by hospitals are 
the training of interns in hospital administration, 
field or practical training for medical social work, 
and the development of community relationships 
through an enlightened body of trustees and mem- 
bers of women’s auxiliaries. 


4 Research and Testing Laboratories. Another 
exceedingly important contribution of the mod- 
ern hospital to its community and to society gen- 
erally has to do with its research activities and 
facilities. These facilities are made available not 
only to the practicing physician who, without 
them, would have, in the majority of cases, little 
opportunity to advance and perfect his special 
skills or to conduct and complete his special 
studies for the advancement of medical knowl- 
edge, but to the administrative and technical hos- 
pital staffs who are continually engaged in devis- 
ing or testing new equipment and procedures. Dr. 
Goldwater says: 


“It is quite natural that leadership in 
adopting novel and progressive ideas in or- 
ganized medicine should be assumed by the 
voluntary hospitals.” 


One of the functions of the voluntary hospital, 
he continues, is to be “experimental and norma- 
tive.” 


7 





“It freely tries out new methods and estab- 
lishes new standards. It inspires public hos- 
pital administrators to strive for higher 
grades of service. Not only does it contribute 
stimulation and advice and experience and 
guidance to the public institution, but it-helps 
to save public money, because not all of the 
things that are new in medicine, that are 
promising at the moment of their introduc- 
tion, are found to be of benefit, and the ex- 
perimental phase is complete at the expense 
of the sympathetic volunteers and not at the 
expense of taxpayers. Public institutions 
owe a debt of gratitude to voluntary hospitals 
because of their ability and willingness to 
make these experiments and report their re- 
sults in convincing terms. The flexibility of 
voluntary hospital administration is a valu- 
able thing.’’® 


It is of course true that educational and re- 
search activities frequently go hand in hand with 
free hospital and out-patient care, such that if 
there is little or no charitable service in a hos- 
pital, there is usually little educational and re- 
search activity. But, whereas lack of free hos- 
pital care may reflect to some extent the attitude 
and character of the hospital generally, such a 
lack must be regarded as a sympton and not as a 
diagnosis of that hospital’s condition and per- 
formance. 


To evaluate a hospital’s contribution to its com- 
munity and to society generally solely on the basis 
of its free hospital and out-patient care is to min- 
imize or ignore the essential role of the hospital 
in the modern practice and advancement of med- 
icine. Without hospitals such practices and prog- 
ress would be literally impossible and the welfare 
of the community would be correspondingly 
damaged. 


Hospitals are institutions which under the law 
are rightfully tax-exempt not only by virtue of 
possible charitable services but also through their 
scientific and educational functions. 


Surplus and Profit 


Another reason why certain voluntary, not-for- 
profit hospitals are sometimes considered as 
hardly worthy of the name, and hence not right- 
fully entitled to exemption from taxes, arises in 
connection with their financial statements which 
sometimes indicate an excess of income over ex- 
penditure. The not infrequent inference from 
such a finding is that this excess represents a 
“profit” which ipso facto nullifies the not-for- 

8S. S. Goldwater, M.D., “Do American Cities Need Both Vol- 


untary and Tax-Supported Hospitals?” HOSPITALS, Vol. 14, 
No. 2 (Feb., 1940), p. 15. 
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profit character of such a hospital. Accordingly, 
a voluntary, charitable, not-for-profit hospital, in 
order to qualify as such an institution, should, in 
the light of this prejudice, always operate at a 
loss! Indeed, if this criterion would be generally 
applied in evaluating the worth of a hospital, then 
the greater the operating loss, the more worthy 


the institution. 


Apparently it never occurs to those individuals 
who hold this view, that there is a clear distinc- 
tion between a “profit” on the one hand, and a 
“surplus” on the other. If the income of a not- 
for-profit. hospital for a given period is larger 
than its expenses, this does not mean that such a 
hospital is operating at a profit, because “profit” 
is something which by definition can be distrib- 
uted to the benefit of private shareholders or in- 
dividuals which, according to the law, is not per- 
missible in the case of a hospital operating under 
a not-for-profit charter or its related statutes. 
Excess of income over expense, although indicat- 
ing a surplus for a given period, can, never be so 
distributed in a not-for-profit hospital. Such a 
surplus can be used properly only for such pur- 
poses as maintenance; replacement ; development; 
improvement; construction; financial stabiliza- 
tion, including operating reserves and endow- 
ments; and certainly for the increase of char- 
itable services when a sound operating financial 
structure permits it. Thus, mere surplus to the 
corporation itself, it having no stockholders nor 
officers to share such surplus, does not change 
its status as a not-for-profit or charitable cor- 


poration.° 


Diversion of Funds 


A third reason why certain voluntary, not-for- 
profit hospitals are sometimes considered as 
hardly worthy of the name, and not rightfully 
entitled to exemption from taxes, arises in con- 
nection with certain practices which at least ap- 
pear to be in conflict with the spirit of the law 
which usually requires in effect that no part of 
the net earnings of any such instituton or organ- 
ization shall inure to the benefit of any private 
shareholder or individual.*° 


Some of these laws do not restrict such institu- 
tions or organizations from paying so-called “sal- 
aries” to members of their boards or governing 
bodies for “services rendered,” or in other more 
or less indirect ways, for example, “commercial 
dealings,” from diverting funds to the private 
benefit of these persons. Regrettable as these 
practices are, it must nevertheless be borne in 

%Emanuel Hayt, “Tax Exemption of Charitable Hospitals,” 


HOSPITALS, Vol. 14, No. 1 (Jan., 1940), p. 23. we . 
19For further information, cf. Hayt and Hayt, ibid., pp. © 16. 
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mind that they are strictly legal, since there is in. 
these cases no actual violation of the law." If 
certain hospitals are enabled, through laxity of 
law, to divert funds either through “salaries’” or 
“commercial dealings” to the private advantage 
of the members of their boards or governing 
bodies, as indeed is possible for any and all 
eleemosynary institutions, legislators should be in- 
duced to correct these practices, not by the imposi- 
tion of taxes, but by the strengthening of the laws 
governing not-for-profit institutions generally. 


Secondary Business Activities 


A fourth reason why certain voluntary, not-for- 
profit hospitals are sometimes considered as en- 
gaged in enterprises indistinguishable from ordi- 
nary business, and hence not rightfully exempt 
from taxes, has to do with the practice of using 
or renting parts of their property for commer- 
cial purposes, for example, drug stores, coffee 
shops, barber shops, beauty shops, etc. It is 
argued that since these are definitely revenue pro- 
ducing establishments, possibly operating even in 
competition with other similar but taxable busi- 
ness enterprises, hospitals engaged in this kind 
of business should be subject to taxation at least 
to the extent of the property used for or the 
revenue received from these activities. 


The law in this particular is by no means uni- 
form. Generally speaking— 


“the property of a charitable institution ac- 
tually used for the promotion of its charitable 
purposes is ... exempt from taxation... . 
Tax-exemption laws, however, are strictly 
construed, so that if the charitable institution 
engages in. a business or commercial enter- 
prise from which it realizes profit, it will be 
taxed regardless of the fact that it may de- 
vote such gain exclusively to its charities. 
But where the use of property is necessary 
for the proper functioning of a charitable in- 
stitution, such property is tax-exempt even 
though not used directly for charitable pur- 
poses. So, property used by a charitable 
society for administrative activities which 


— 


Warr a brilliant analysis of this problem, cf. William H. 
Pima M.D., “Safeguarding Eleemosynary Trust Funds,” HOS- 
TALS, Vol. 12, No. 12 (Dec., 1938), pp. 49-56. 


are essential to its existence and the proper 
execution of its aims is not taxable.” 


Property used for business or commercial pur- 
poses may therefore be tax-exempt if it is neces- 
sary to and any proceeds derived therefrom are 
actually applied to the maintenance and support 
of the hospital. 


In justification of the policy of exempting hos- 
pitals from taxation on property used for such 
purposes, it should be remarked (1) that hospitals 
are not alone among the eleemosynary institutions 
and organizations in conducting secondary activi- 
ties for the purpose of producing revenue, (2) 
that property used for such activities and enter- 
prises is frequently recognized by law as exempt 
from taxation, if it is necessary to and the income 
is actually applied to the maintenance and support 
of the hospital, and (3) that there is in the last 
analysis little or no difference between the income 
or revenue derived through such an activity and 
any other which the hospital may secure—since 
it is all secured, intended and used for the mainte- 
nance, development, or support of the hospital. 


Conclusion 


These are at least some of the reasons why vol- 
untary, not-for-profit hospitals are sometimes 
considered as practically indistinguishable from 
ordinary, private business. A careful study of 
the problems and services of these hospitals will, 
however, indicate that they are eleemosynary in- 
stitutions operating in accordance with law, and 
that they are therefore not only distinguishable 
from ordinary business but entitled to every pos- 
sible consideration which will enable them to 
carry on in the best interests of the people. If 
these services were not performed by the volun- 
tary hospitals, the municipalities, the states, and 
the Federal government would have to step in and 
carry out the functions previously enumerated at 
a tremendous cost to the tax payers. 


The actual and real contributions to human 
needs made by the voluntary hospitals should thus 


‘ be tangibly recognized at least to the extent of 


the privilege of exemption from taxation. 


2New York University Law Quarterly Review, Vol. 10, 1932- 
33, pp. 95-96. 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


@_ I visited a hospital a few months ago, and on 
the wall in the corridor outside of a ten-bed ward 
for women was an old-fashioned, loud-ticking 
clock. The slow tick-tock attracted my attention, 
and as I stood there listening, I thought what this 
tick-tock, tick-tock in the quiet hours of the night 
would mean to a restless patient. I stepped inside 
the ward and could hear the tick-tock plainly. I 
asked one of the women who seemed quite ill if 
it bothered her, and her answer was that it got 
on her nerves in the night when sleep was difficult. 


Can you imagine what this tick-tock would 
mean to you if you were counting sheep in an 
effort to sleep? You would be reminded that 
Father Time is marching on—so why remind the 
patient? There are many corridor noises that 
are difficult to eliminate but the tick-tock should 
receive our attention. 

Asa S. Bacon 


@, I can do without the doctor who quotes to the 
patient hospital rates and fees for special services 
without informing himself as to the correct 
charges, thus making the hospital appear a 
chiseller or worse, all because “My doctor told 
me, etc.” 


* * * 


I can do without the physician who keeps 
abreast of the times in his therapeutics from 
“flower catalogue” literature(?) sent out by 
some of the pharmaceutical houses. I could do 
without this same literature(?) myself, were it 
not that it keeps me informed where he gets his 
brilliant and expensive ideas on medication. For- 
tunately hospital waste-paper baskets are large 
and the disposal service is good. 

George W. Stephens, M.D. 


@ The social service department is the conscience 
of the hospital. 
* * * 

Standardizing criteria and definitions in a field 
where practically all clinical situations are un- 
precedented is a hazardous game from the stand- 
point of public health and should be undertaken 
only with the greatest of care and forethought. 

* * * 

Time is still the great healer and as dependable 

as ever. 
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The legal right of selection, retention and dis- 
charge of patients, which voluntary hospitals en- 
joy, often screens a lapse from humanitarianism 
in the admitting room and in the wards. The 
social service department fears the brunt of this 
difficulty, because it must deal with the conse- 
quences when the medical staff, or hospital execu- 
tive, puts through a “rush order.” 

* * * 

There is enormous advantage in continuity of 
care, provided interest in the patient can be 
sustained. 

* * * 

One way of judging quality in the acute general 
hospital is the kind of “clinical material” which it 
transfers to other institutions, such as hospitals 
for chronic disease, almshouses and convalescent 
home. 

* * * 

We would be teaching good medical practice to 
students of medicine and the social sciences, and 
we would be giving to the investigator an oppor- 
tunity to study his problems through to a con- 
clusion, if patients could be kept under control 
from the onset of illness till the complete cure has 
been achieved beyond reasonable doubt. 

* * * 

It may be stated as a fact proved by experi- 
ment, that good convalescent care, like good acute 
general hospital care, is one of the best preven- 
tives of chronic disease that we have at our dis- 
posal and ready for use. 

* * * 

“Passing the buck” to the board of trustees is 
a perfectly legitimate administrative practice 
when indicated by special circumstances. 

%* * * 

Though many of us are mystified by the phe- 
nomenon, the fact remains that recovery is often 
so exhilarating that the former patient cannot 
stop talking about himself. Remember this when 
you plan for the care of the sick man. 

* «£ i 
The character of the trustee is a measure of 


the quality of the hospital. 
E. M. Bluestone, M.D. 


Paragraphs two, four, five, six, seven, and eight of “Hospitals 
Day by Day” in the February issue were erroneously credited 
to Mr. Dove. The author was Dr. E. M. Bluestone. 
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Relationship of the Nurse Supervisor to the 
Record Department 


DORA MATHIS, R.N. 


jectives for which the modern hospital exists 

no department is sufficient unto itself. Each 
assists, supplements, or contributes to the work 
of others. Thus supervisors and head nurses 
make a considerable contribution to the compila- 
tion of records. Their relationships to the record 
department might be discussed under four head- 
ings, namely: 


[; the cooperative endeavor to realize the ob- 


1 Responsibility for that portion of the 
patient’s chart that is kept by nurses—the 
graphic sheet, the nurses’ notes, and the 
physicians’ order sheet 


2 The custodianship of records while they 
are in her service 


3 Furnishing statistical data required by 
the record department 


4 Appreciation of the value of records in 
the care of the sick and to medical research 


Responsibility of That Portion of Patient 
Chart Kept By Nurses 


In the first of the four aspects of the subject the 
Service supervisor shares the responsibility for 
the perfection with which the graphic sheet and 
the nurses’ notes are kept. The nursing arts in- 
structor considers the classes on the patient’s 
record one of the most important in the course. 
After the initial instruction and first supervision 
of practice, it devolves upon the service super- 
visor and head nurses to continuously support 
the sound teaching originally given. 


Instruction is easily forgotten; hence, daily, as 
head nurses review charting as a part of the pic- 
ture of complete nursing care, it may be neces- 
Sary to reiterate original teaching. They call at- 
tention to omissions in such small details as fail- 
ure to fill in the headings of each sheet completely. 
Checking is done to see that the patient’s name is 
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spelled correctly throughout the record. These 
minor details are not of major interest to the head 
nurse in her evaluation of care that the patient 
has received as they are revealed in the chart, 
but she accepts this checking as her responsi- 
bility purely for the sake of accuracy in record- 
keeping. 


Since charting is a procedure replete with de- 
tails, a reminder in the form of a model chart is 
placed on each ward as a supplement to the ward 
Manual of Nursing Procedures. Thus the newly 
appointed general staff nurse or the young stu- 
dent can review as frequently as need arises. 


A lesson on charting is included among the 
series given to new general staff nurses. Each 
is required to make a return demonstration in the 
form of a chart covering a twenty-four hour 
period. The legend for the preparation of the 
chart has been furnished by the instructor. 


The service supervisor, who is also instructor 
in her special field of nursing, enters the picture 
to give initial instruction in charting when dis- 
eases or conditions peculiar to her service are 
presented. For example, keeping the graphic 
sheet for infants, taught first by the instructor 
in pediatric nursing, is quite different to that kept 
for general medical and surgical adult patients 
and taught in the first year by the nursing arts 
instructor.. The supervisor of psychiatric nurs- 
ing teaches a new vocabulary descriptive of be- 
havior to nurses assigned to her service. 


As an aid to the acquisition of a vocabulary 
that is definite and descriptive some schools of 
nursing have found Meade’s ‘Manual of Clinical 
Charting a worth while addition to their ward 
libraries. 
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Whenever charting is under discussion the 
question surely arises as to whether the nurses’ 
bedside notes should be filed permanently in the 
record department. Dr. MacEachern’s opinion 
on this point sustains that held by instructors of 
nurses :* 


“It is regrettable that in some hospitals 
very little regard is shown for the conserva- 
tion of nurses’ bedside notes. They are con- 
sidered worthless after the patient has been 
discharged, and many advocate destruction. 
This, in itself, is an admission that the data 
recorded are useless and that the nurses do 
not know how to chart properly. It should be 
remembered that nurses’ notes constitute a 
valuable supplement to the ordinary clinical 
record for they furnish detailed data to 
round out the picture, which cannot be sup- 
plied in any other manner, either by the at- 
tending physician or the intern. These notes 
should be carefully recorded, as the author 
states, and should constitute important data 
in the care of the sick. To this end student 
nurses must be taught in the classroom and 
by precept and practice how to observe accu- 
rately, think clearly, express comprehensive- 
ly, and record properly in order that a true 
account of the patient’s condition may be 
made available, upon which the physician can 
base a more accurate diagnosis and efficient 
treatment.” 


Whenever a revision of chart forms is under 
consideration the nursing arts instructor and 
clinical supervisors are called upon to remodel 
those for which nurses are responsible. These 
are returned to the hospital administration for 
approval, for his is the ultimate responsibility 
of decision about the system of records to be used. 


Sometimes it is necessary to redefine or rein- 
force responsibility for the assumption of certain 
record keeping duties. Occasionally the practice 
of nurses copying laboratory reports and per- 
forming other clerical duties assigned to interns 
or externs comes about without official sanction. 
Bedside nursing hours cannot be spared for cler- 
ical work that does not come within the scope of 
nursing. A physician sometimes requests a head 
nurse expert in making graphs to make a series 
for an article that he is writing. It is difficult 
to find time for this type of extraneous work with- 
out neglecting the supervision of nursing or the 
guidance of students. 


The Custodianship of the Records 


Problems surrounding the head nurse’s cus- 





*From the Foreword to ‘Manual of Clinical Charting,” by 
Agnes Barrie Meade, R. N., B. S., published by the J. B. Lip- 
pincott Company. 
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todianship of the chart can be time-consuming 
and irritating. A record has been known to be 
wafted surreptitiously from the chart desk and 
the ingenuity of Sherlock Holmes is required to 
unearth it. Usually it is located in a clinical in- 
structor’s, intern or extern’s desk whence it has 
been taken in hasty preparation against tomor- 
row’s ward rounds. Or an errant student nurse 
has failed to leave the required note when she 
removed it to the supervisor’s office to prepare 
her case study. Perhaps the usual safe channel 
by which the charts of dismissed patients reach 
the record department has been interrupted by 
this particular chart being called for in the 
necropsy room. Occasionally a newcomer on a 
ward fails to place the old record of readmitted 
patients in the space reserved for that purpose. 
These problems are minor, vigilance and system 
makes them less numerous. 


There are small parts of the patient’s record 
that can be inadvertently dropped as it is being 
removed from the holder upon dismissal of the 
patient. Laboratory reports may be delivered to 
a ward after the patient has been transferred to 
another. Attention to every small detail that con- 
tributes to completeness of the patient’s record 
depends to a great extent upon appreciation. of 
the value of the records. 


The Importance of Statistical Data 


The record librarian and the director of nurs- 
ing, or her assistants, can be mutually helpful to 
each other in the compilation of statistical data. 
A detailed census such as the one shown below 
is kept by the night supervisors and is sent daily 
to the record room. From this the record librarian 
arrives at the total hospital days for all the sub- 
divisions of the major services. This data fur- 
nishes a part of the record librarian’s annual re- 
port. A copy of this is sent to the nursing office. 
Excerpts for it are needed in making annual re- 
ports to various accrediting agencies, and to 
others. 


The Value of Medical Records 


To progress to the last point for consideration, 
an, appreciation of the value of records, teaching 
of good quality is required for this to permeate 
an institution. How much more is needed in the 


- majority of hospitals! From the beginning of a 


nurse’s connection with an institution of sound 
practices a respect for records is inculcated. She 
is taken to the record department as a part of her 
introduction to the hospital. If she is a student, 
the novelty of observing the pneumatic conveyor 
at work will usurp attention at first. It is eX- 
plained to her that records represent the coordi- 
nation of the efforts of many groups in caring for 
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patients ; namely, physicians, nurses, laboratory 
technicians, nutritionists, social workers, and spe- 
cial therapists. The information that the record 
holds is of great value for it is the work of ex- 
perts. Their preservation is of importance not 


only to the care of the sick but to medical re- 


search. On this visit nurses learn that members 
of the medical staff have included records com- 
piled forty years ago as a part of a series from 
which studies were made. No record, or part of 
it, is valueless. The record department is the safe 
depository for these documents. 


Often. general staff nurses gain a new concept 


of the chart that they keep and the record that 
they see grow from a set of blank forms, await- 
ing the admission of a new patient, to a volumi- 
nous composite of scientific work. Her previous 
experience may not have afforded her opportunity 
to see her work as a contribution to scientific and 
social endeavor. 


In closing may I emphasize that sound teach- 
ing and supervision is the keynote to fulfillment 
of both the record librarian and the nurse fac- 
ulty’s objective that records may be accurate, in- 
formative, and complete. 
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A Symposium on Clinical Experience in Nursing 


The Catholic University School of Nursing 
Education, Washington, D. C., will offer a Sym- 
posium on Clinical Experience in Nursing to be 
held at The Catholic University School of Nurs- 
ing Education, June 26 and 27, 1940. 


The positive and practical value of the mate- 
rial to be presented represents five years of care- 
ful analysis, experimentation and study of the 
means and facilities for organizing clinical nurs- 
ing experience as a part of the general curricula 
of the Providence Division of The Catholic Uni- 
versity School of Nursing Education. 


The clinical experience on the medical and sur- 
gical nursing services has been chosen for the pur- 
pose of actual demonstrations. 


It is the aim of this Symposium to give valu- 
able, practical assistance in the development of 
desirable clinical experience in medical and sur- 
gical nursing, and, furthermore, to endeavor to 
make a positive contribution. which is based upon 
objectives which have been actually achieved. 


The Symposium will be opened by a considera- 
tion of the Administrative Organization and Cur- 
riculum Development as relates to Clinical Ex- 
perience in general. This will be followed by a 
consideration of the knowledge, skills, and atti- 
tudes as relates to clinical experience in medical 
and surgical nursing. Further consideration will 
be devoted to the integration of principles of bio- 
logical and physical sciences, sociology, psychol- 
ogy, and public health. 


A particular feature of the Symposium will be 
demonstrations which will illustrate, first, the es- 
sential activities required for the development of 
a program of clinical experience in the medical 
and surgical nursing services, which will include 
a faculty curriculum meeting on medical and sur- 
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gical clinical nursing experience; second, teach- 
ing methods adapted and suitable for the attain- 
ment of the objectives in this division of the 
curriculum. 


Since the content of the Symposium represents 
materials from a real situation, it is expected that 
tests developed in relation to this subject matter 
will be available as well as the required records. 


An exhibit to include a ward library adequate 
for this experience and all other source materials 
used in the development of the program has been 
arranged. 


The entire proceedings of the Symposium will 
be edited and published. Copies will be presented 
to each one upon registration at the opening of 
the Sympqsium. The registration fee of $1.50 
will cover the cost of one copy of these pro- 
ceedings. 


Those attending the Symposium will be dinner 
guests of the University on the evening of June 
26. The speaker will be Dr. Charles H. Judd, 
National Youth Administration. His topic will 
be “The Emerging Concept of General Edu- 
cation.” 


Advanced registration is open at the present 
time. Please address the Secretary, School of 
Nursing Education, The Catholic University of 
America, Washington, D. C. 


The number attending will be limited to the 
accommodations available on the campus. Reser- 
vations for rooms and meals are to be addressed 
to: 

Miss Catherine Rich, 

Room 102, 

McMahon Hall, 

The Catholic University of America, 
Washington, D. C. 
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Value of Disease Surveys to the Community 
VERNA M. EMERY 


medicine has been dependent upon medical 

research and this, in turn, has been based 
upon recorded medical facts. Such research has 
been chiefly confined to the pharmaceutical, bac- 
teriological, and pathological laboratories and to 
the research laboratories of our medical colleges 
and teaching institutions. These have a wealth 
of material with which to work, but their spheres 
of influence still fail to affect large areas of the 
country which are served by detached hospitals 
and isolated medical staffs. 


F inci the time of Hippocrates the progress of 


Furthermore, the average practicing physician 
either cannot spare the time, or for economic 
reasons cannot take advantage of the benefits to 
be derived from short courses at university hos- 
pitals. His only means for keeping abreast of 
the advances of medical knowledge is through 
the various medical journals. Here again many 
physicians do not have the time to read even the 
outstanding ones in their respective fields. And 
again, we have the geographic, climatic, and en- 
vironmental differences to consider. 


The medical record library of every hospital, 
whether a teaching institution or a small com- 
munity hospital, is a treasure chest of informa- 
tion to which the medical record librarian is the 
sole “keeper of the keys.” Therefore, it rests 
chiefly with her whether her medical record 
library becomes a mausoleum or a veritable mine 
of information to the doctors. 


Disease Surveys 


A disease survey consists of two main sections. 
First, we will take the practical side—the indi- 
vidual review of each medical record of any spe- 
cific disease. 


To save time and energy and render an abso- 
lutely complete compilation of data, each chart 
is reviewed carefully for— 


1 Subjective symptomatology—as the pa- 
tient’s own manner of expression of his 
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ills is often equally as important as any 
physical finding, not only because of its 
psychological effect on the patient, but as 
an important lead to the diagnostic meas- 
ures to be followed out. 


2 Object symptomatology—otherwise known 
as positive physical] findings. 


3 Diagnostic measures and their results. If 
a surgical case, the findings at operation 
are carefully noted. 


4 Therapy and its reactions. If any com- 
plications to the specific disease under in- 
vestigation should exist or arise during the 
course of treatment, the same steps are 
followed out in the record review notations. 


5 End result. 


Upon the completion of the compilation of data, 
statistics are drawn up, summarizing the facts 
revealed from all possible informative angles, 
these statistics to be represented either by tables 
or graphs. This prepares the results of the actual 
case record review for presentation. 


The second major step in a disease survey is 
an accurate review of the medical literature on the 
specific disease entity under investigation. 


This consists of a complete medical reference 
research, followed by the abstraction of all au- 
thoritative articles revealed. However, prepara- 
tory to later steps in the completion of the sur- 
vey, a complete bibliography of the worth while 
articles used in the survey is made. 


The librarian who has prepared these data pre- 
sents copies of both sides of the survey to the doc- 
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tors, pharmacists, pathologists, bacteriologists 
and, when hospital policies or interests are in- 
volved, the hospital administrator. On one side 
are the facts found in the case record study and 
on the other the findings in the medical literature 
on which the conclusions are based. The latter 
are considered very important, due to the fact 
that, though a particular hospital’s mortality rate 
of a given disease may be at a given level, the 
knowledge of that fact alone means little to them 
unless the results of other hospitals are available 
for comparison. Based on the conclusions so de- 
rived, the medical record librarian, in coopera- 
tion with the medical staff and hospital adminis- 
trator, prepares an article covering the survey 
and explanation of findings and facts. 


The medical record librarian can, if properly 
trained in symptomatology, diagnostic measures, 
therapy, reactions and complications of at least 
the more common disease entities of medicine and 
surgery, review the records as outlined above. 
Furthermore, she should be trained along these 
lines in order to judge the completeness of a med- 
ical record and properly to catalog her diagnoses 
to facilitate the making of these surveys with a 
minimum amount of effort and time expended. 


Also, the medical record librarian, being an im- 
personal hospital worker, can impartially review 
these records. A survey made by her should be 
an all-inclusive one, whereas a survey made by 
a group of doctors alone is likely to be affected 
by their individual ideas or prejudices. Under 
no circumstances should one doctor have the priv- 
ilege of going over another doctor’s case records 
without the latter’s full knowledge and consent. 


The hospitals record system must be essen- 
tially simple in order to assure smoothness and 
continuity of the record routine. Disease surveys 
are highly valuable and to have the proper data 


with which to make them there must be unceas- 


ing regularity and continuity of the routine parts 
of a record system. 


If the record system is simplified, the correla- 
tion of the medical library and the patient’s med- 
ical record library into one unit is made possible 
and is a most feasible arrangement due to the ac- 
cessibility of all data. The patient’s record library: 
forms a valuable part of a hospital’s medical 
library content. 


Advantages 


A survey of a specific disease was made three 
and one-half years ago covering the preceding 
five-year period. The results of this survey were 
mimeographed and circulated among the staff. A 
few months ago a survey of the same disease 
Covering the intervening three-year period was 
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made. This showed an increased use of early 
diagnostic measures which permitted early spe- 
cific treatment to be instituted, a shortened con- 
valescence period and almost a 50 per cent reduc- 
tion in mortality rate. 


It was the opinion of the medical staff that the 
facts revealed by the first survey served to dem- 
onstrate the value of early diagnostic work and 
specific therapy, and aided greatly in leading to 
the improvements noted in the last survey. This 
was the result obtained in one hospital serving a 
more or less metropolitan area. 


If more hospitals could be inspired to make 
disease surveys and make them on a standard 
plan, pooling the information, each hospital par- 
ticipating in the standard survey would have a 
more sound foundation upon which to base its in- 
dividual conclusions. 


Community Benefits 


These surveys would aid the industrialists by 
lowering the hazards of labor. They would aid 
the pharmaceutical firms by adding increased 
sales value of their products through practical 
experience with proof to back them, in addition 
to their laboratory experimentation. It would 
render assistance to our United States Public 
Health service in its efforts to lower disease inci- 
dence. It would aid in reducing premium rates 
of insurance companies by the lowering of the 
insurance risks of the companies. 


However, those realizing the greatest benefit 
would be the hospitals and doctors, who would 
thus secure a “black and white” proof to refute 
the misconceptions about the high cost of illness, 
so widely publicized through the media of our lay 
magazines and publications. This would be shown 
by the shortening of the hospitalization period 
and in turn the convalescence period, putting two 
or three more weeks pay into the patient’s pay 
envelope by getting him back on the payroll in a 
shorter time. Furthermore, the heightening of 
the recovery rates aided by surveys for hospital- 
ized patients would serve to lighten the relief rolls 
by saving the lives of bread winners—hence pre- 
venting the necessity of placing their families on 
relief. The latter two points will serve to make 
the people of the community “hospital conscious” 
and win the confidence of the people in their re- 
spective hospitals. 


By diminishing the size of relief rolls the cost 
of community relief is cut. As the hospitals 
would be, in part, the instruments for bringing 
this result about, it should lessen the economic 
difficulties resulting from faulty payments for in- 
digent patients’ care. 















Furthermore it seems quite possible to assume 
that disease surveys would render indisputable 
evidence of the grade of work done in the various 
diseases in the individual hospital in comparison 
with the general average. This, in turn, should 
have a favorable effect on the community’s will- 
ingness to enlarge the hospital if needed or to pro- 
cure any additional equipment necessary for its 
work. 


Hospital Medical Research Unit 


The Hospital Medical Research Unit of the Spe- 
cial Libraries Association of the United States 
and Canada is being formed to encourage the 
making of disease surveys in hospitals on a stand- 
ard basis and ultimately to pool the information 
thus gained so that each participating hospital 
can base its individual conclusions more soundly 
than at the present time. 


Membership in this unit is open to all in the 
medical and hospital field. The reason for the 
wide scope of membership is the necessity of se- 
curing various professional opinions for the sake 
of accuracy in the forming of conclusions. 


In conclusion let me say that the advantages 
resulting from such a set-up would be in: (1) In- 
creasing the rate of recovery of the sick; (2) 
Shortening the convalescence period; (3) Reduc- 
ing the cost of illness; (4) Lightening the relief 
rolls by saving the life of a bread winner; (5) 
Cutting the cost of community relief; and 
(6) Easing the economic burden on our hospitals 
and doctors. 


Any hospital which can contribute something 
under any or all of these six headings will de- 
serve and undoubtedly receive the gratitude, con- 
fidence, and support of its community. 





Meeting of the Texas Hospital 
Association — 194] 


The Texas Hospital Association will hold their 
1941 meeting in Galveston, Texas, February 27, 
28, and March 1. This will probably be the first 
state and regional hospital association. meeting 
of that year. 


The Texas Catholic Hospital Conference will 





At the 1940 meeting of the Texas Hospital Association, Dr. 
Lucius R. Wilson, on behalf of the group, presented Robert 
Jolly with this handsome horse. 
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be held on the day preceding the state hospital 
association meeting—February 26. 


This early announcement of the dates for the 
Texas Hospital Association Meeting will help to 
guide other state and regional hospital associa- 
tions, in so far as may be possible, in not selecting 
dates for their meetings which may be in conflict. 
There is an important advantage gained by each 
of the state and regional associations selecting 
convention dates which will attract, both as vis- 
itors and participants, people who are of national 
prominence in the hospital field. It promises 
larger and more representative technical and ed- 
ucational exhibits, and enables the association to 
arrange a program of commanding interest to 
those of the hospital people who are in attendance. 





Board and Lodging as a Part of the 


Employee's Compensation 


Value of quarters and meals: Where the em- 
ployees of a hospital are subject to immediate 
service on demand at any time during the twenty- 
four hours of the day and on that account are 
required to accept quarters and meals at the hos- 
pital, the value of such quarters and meals may 
be considered as being furnished for the con- 
venience of the hospital and does not represent 
additional compensation to the employee. On the 
other hand, where the employees are on duty a 
certain specified number of hours each day, and 
could, if they so desired, obtain meals and lodg- 
ing elsewhere than in the hospital and yet per- 
form the duties required of them by such hospital, 
the ratable value of the board and lodging fur- 
nished is considered additional compensation. 
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The Subsidiary Worker 


Selection, Duties, and Control 


HELEN M. BRADY, R.N. 


to patient care is an important consideration 

and a timely one to present to any group in- 
terested in hospital and nursing service. To sup- 
plement nursing service with subsidiary workers 
requires a definite program centered around fac- 
tual data. 


Te work of the subsidiary group in relation 


The First Step 


The first step in any successful program is the 
selection of the worker; for any plan, no matter 
how perfect, without adequately selected person- 
nel is a failure. In hospitals having a personnel 
department, the prospective employee is inter- 
viewed by the director of the department, and, if 
satisfactory, is sent as an applicant to the person 
responsible for his appointment. In the selection 
of the worker, careful attention should be given 
to educational, health, and other qualifications 
which fit the person to the duties which he will 
perform. The latter may be best accomplished by 
an analysis of the position, which embodies: 
duties entailed; qualities needed; policies; work- 
er’s response to position; place of position in hos- 
pital organization. 


In the absence of a personnel director, one per- 
son, preferably a graduate nurse representative 
of the nursing service department, should have 
control of the selection of the worker. Should 
the size of the hospital necessitate the employ- 
ment of a large number of orderlies a graduate 
male nurse may be used to a distinct advantage 
in the selection and supervision of this group. 


Terminology 


Before discussing the duties performed by ward 
helpers and orderlies, it seems appropriate to de- 
fine the terminology to avoid misunderstanding 
as to their place in the hospital organization. 


Ward helpers are nonprofessional female 


—. 
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workers employed to perform routine non- 
skilled duties on hospital wards. 


Orderlies are nonprofessional male workers 
employed to perform routine nonskilled duties 
on hospital wards. 


The delegation of nonprofessional duties to this 
group is a responsibility of the nursing service 
department, as the one absolute criterion in de- 
termining assignment of duties is the welfare of 
the patient. It is evident that the distinction be- 
tween nursing and non-nursing duties cannot be 
fixed by an arbitrary classification or a statistical 
count and that a function which, in one instance 
may unmistakably be that of the nurse, in another 
instance, may legitimately be delegated to a ward 
helper or orderly. There are, however, certain 
duties in the different divisions of hospital serv- 
ice which should be included in the duties of the 
subsidiary group. The utilization of trained pro- 
fessional personnel for unskilled labor is funda- 
mentally unsound administrative practice.’ 


List of Suggested Duties 


The following is a list of suggested duties for 
a worker assigned to ward service. Assignments 
are to be given daily by the head nurse. 


Patients 
Assist ambulatory patients with tub baths 
Pass wash water for morning and evening care 





1Manual of the Essentials of Good Hospital Nursing Service, 
prepared by Division on Nursing of the Council of the Ameri- 
ean Hospital Association, and a Committee of the National 
League of Nursing Education, 1936, page 22. 

“Manual of the Essentials of Good Hospital Nursing Service, 
prepared by Division on Nursing of the Council of the Ameri- 
can Hospital Association, and a Committee of the National 
League of Nursing Education, 1936, page 22. 
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Assist patients to wash hands and face 
Bedpan service 


Assist patients to dress 

Take patients to x-ray, clinic, etc. 

Answer patients’ lights, refer request to nurse if 
other than an assigned duty 

Weigh patients 

Accompany patients to discharge desk 

Assist nurse with post-mortem care 

Assist in admission of patients, listing clothing and 
valuables 

Assist in lifting and carrying patients 


Diets 
Assist in serving trays 
Assist in feeding helpless patients 
Collect trays 
Pass nourishments under nurse’s direction 
Collect and wash nourishment glasses 
Wash water pitchers, drinking tubes, and water 
glasses 
Pass water, list prepared by nurse 


Housekeeping 

Replenish supply of paper towels and toilet issue 

Replenish soap supply 

Replace soiled bedpan covers with clean 

Empty linen hamper bags 

Clean bedside tables 

Clean unit after discharge of patient 

Empty waste paper baskets 

Daily dusting of beds, chairs, stretchers, chart desks, 
and head nurse’s desks 

Wash and sterilize bedpans, urinals, face basins, etc. 

General order of ward unit, alignment of beds, 
chairs, tables 

Change cubicle and screen curtains 

Turn ward lights on and off at time assigned 

Daily cleaning of sterilizers 

Care of flowers 

Fill ink wells 

Make unoccupied beds 

Wash flasks or containers used as drainage bottles 

Clean and resupply nurse’s baskets 


Miscellaneous 
Assist in direction of visitors 
Errand service to supply rooms, laboratory, phar- 
macy, etc. 
Assist in preparation of wards for rest period 


Whatever the delegation of duties may be, it is 
essential that a written list be posted in each ward 
unit, not only for the workers’ reference, but also 
for reference of the nursing personnel. The re- 
sponsibility for changes in this schedule of duties 
should rest with the control person in the nursing 
service department so that discrepancies in organ- 
ization and supervision are avoided. The control 
of this worker rests within the nursing service 
division of the hospital. 


The Need for the Subsidiary Worker 


Nursing and hospital administrative groups 
have recognized the need for subsidiary workers 
for some time. However, it has not been possible 
to ignore the thought that the use of such work- 
ers is fraught with danger to the well being of 
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the patient unless the workers are carefully super- 
vised and controlled.’ It is necessary to point out 
the fact that the orderly in many instances js 
without any special preparation for his work, yet 
he is called upon to give certain treatments and 
to carry through certain procedures which are 
delegated only to graduate nurses in the care of 
women. Nursing procedures should not be as- 
signed to orderlies unless they are adequately in- 
structed and supervised.t To adequately meet 
this situation nursing service departments have 
found it advantageous to employ graduate male 
nurses who are qualified to execute such nursing 
procedures which would otherwise be assigned to 
an orderly. 


In order that the work of the orderlies and ward 
helpers be properly directed and supervised, one 
person should have the final responsibility for 
their activities.. This representative should be 
accountable for assignment of new workers, class- 
room instruction and demonstration of duties to 
personnel, revision of schedule of duties as needed 
by demand of nursing service, and, lastly, the in- 
terpretation of the program to the nursing and 
medical staffs. It is evident that it is not entirely 
adequate for workers to be instructed as to what 
to do and how to Go it; the supervisor, head nurse, 
and graduate and student staffs must have an 
understanding of the program. The need for 
adequate control of this nonprofessional group has 
been recognized by the American Nurses’ Asso- 
ciation by the formation of a Committee for the 
Study of Subsidiary Workers in Nursing Services. 


Ten states at present have laws on their statute 
books or have written amendments into their 
nurse practice acts for the registration or licens- 
ing of persons on this lower level.® 


Whether the control of nonprofessional work- 
ers by further licensing by states not doing so 
now would solve the preparation and use of this 
group, I am not able to predict; however, it is 
evident that there is a general trend in hospitals 
to use this worker for the performance of non- 
professional duties which indicates that profes- 
sional nurses must be ready to contribute to the 
thinking as regards the preparation, supervision, 
and control of subsidiary employees in nursing 
service departments. 





%Department of Studies of the National League of Nursing 
Education, A Study on the Use of the Graduate Nurse for Bed- 
side Nursing in the Hospital, New York, 1933. 


4Manual of the Essentials of Good Hospital Nursing Service, 
prepared by Division on Nursing of the Council of the Ameri- 
can. Hospital Association and a Committee of the National 
League of Nursing Education, 1936, pp. 21-22. 


5Department of Studies of the National League of Nursing 
Education. A Study on the Use of the Graduate Nurse for 
Bedside Nursing in the Hospital, New York, 1933. 


*‘Burgess, May Ayres. ‘‘The Subsidiary Worker in Nursing 
Services from the Point of View of the Committee on_Sub- 
sidiary Workers in Nursing Services.” Fortieth Annual Re- 
port _. the National League of Nursing Education, 1934, 
page 164. 
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Nursing Service for the Small Hospital 


REGINA H. KAPLAN, R.N. 


type of hospital means that whole service 

and every service is expected. Maintaining 
efficient nursing service in small hospitals de- 
mands a deeper and more exacting interpretation 
of the term. Webster defines efficiency as: “hav- 
ing adequate energy—having power to act effectu- 
ally.’ Translated into the field of nursing this 
means: competent, qualified personnel, properly 
trained and adequately skilled in both the science 
and art of nursing. 


Prine or n efficient nursing service for any 


While all these outlined qualifications of a nurs- 
ing personnel are important in institutions of all 
sizes, they somehow assume a greater signifi- 
cance in the small hospital. This is obviously 
true because each member of the personnel of the 
small and usually less financially favored unit car- 
ries a number of duties. Therefore, a weakness 
in the operation of a single individual becomes a 
great hazard to the whole organization. Constant 
maintenance of rigid efficiency in nursing service 
is encumbent on the small hospital and this can 
be developed only after meticulously careful con- 
sideration has been given to the selection of the 
nursing personnel. 


The small hospital community is alive to the 
fact that nurses who serve its needs must be both 
adequately trained in the mechanics of the pro- 
fession and personally endowed with psycholog- 
ical understanding of the problems of a patient 
as well as with the humanitarian spirit necessary 
to minister to those emotional needs. 


Scientific Requirements 


This dual role must be played with especial 
skill by the nurse serving in the small institution. 
Her scientific training must be just as thorough 
as that of her sister in the super-staffed hospital, 
while her skills must be developed in more varied 
directions. It will frequently be her duty to serve 
her patient in non-medical capacities. The nurse 


-_. 
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in the small hospital will not have the privilege 
of following her interests and specializing in the 
practice of a single phase of her work. She can- 
not leave those tasks which fail to intrigute her to 
the ministration of others. She must make her- 
self a professional woman competent to handle a 
varied daily routine and to meet all types of emer- 
gencies which may arise. The quality of her 
training must be equal to that of the nurse in 
the large urban center, while the quantity of her 
knowledge must far exceed that of her city coun- 
terpart. 
General Requirements 


In addition to her routine skills the breadth 
and depth of her awareness of the problems of 
her community must be far greater than are nec- 
essary for the nurse filling adequately the needs 
of the larger hospital. Choice of a personnel to 
serve in the small hospital must be made with 
especial thoroughness and consideration of far 
more angles than would be necessary in staffing 
the more impersonal set-up. However excellent her 
training, however unquestioned her scientific skill, 
no nurse should ever be chosen for service in the 
small institution who is personally unsympa- 
thetic to small town conditions and the mechan- 
ical make-shifts necessary to money-poor hos- 
pitals. The small hospital, serving the small com- 
munity will stand or fall largely because of the 
quality of its nursing service inside the walls of 
the institution and the sociological contacts which 
go on outside. 


In the large city hospital responsibilities are 
so divided that no nurse performs enough services 
for a single patient to establish genuinely friendly 
relations. She gains information concerning the 
complicated symptoms which make up a patient’s 
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malady from an impersonal chart, not througn 
personal knowledge. There are interns on whom 
to depend in emergencies. There are delicately 
scientific and expensive mechanical devices to help 
her. Few of these luxuries are offered the nurse 
of the small institution. Lacking the perpetual 
“crutch” of a 24 hour-a-day intern and staff physi- 
cian on instant call, she must train herself to rec- 
ognize crises and to act in the sureness of knowl- 
edge while waiting for the physician to arrive. 
Should an emergency arise when ordinarily she 
would be relieved by a fellow nurse, she learns to 
take it as a matter of course that she shall remain 
on duty until the trouble has abated. 


All this places an enormous burden on the 
shoulders of the nurse in the small-town hospital. 
But as compensation it gives her something which 
her city sister cannot possess—the confidence, 
trust and friendship of her patient. Efficient 
nursing service in the small hospital does not be- 
gin at the bedside, but at the threshold of the 
admitting office. The personal contact which is 
coincident to the smaller set-up, gives the patient 
the assurance of personal interest immediately 
upon his admission. He sees the same cheerfully 
concerned face in his ward that he sees following 
him with a confident smile into the operating 
room. Thus freed from an emotional anxiety by 
knowledge that his nurse is interested in him, he 
has already hurdled a barrier on his road to re- 
covery. Toward the person who ministers to his 
needs, who considers all his comforts, he is less 
than human if he fails to respond with gratitude 
and liking. 


Combining the duties of members of the per- 
sonnel of the small hospital, adding administra- 
tive obligations to those of routine nursing works 
a hardship on the nurses. But these added bur- 
dens are usually lessened by the fact that the 
physician sees to it that the set-up for physical 
equipment is as compact as the staff. Little of 
the nurse’s time is spent in walking from corridor 
to corridor, floor to floor bringing together equip- 
ment, patient, and service. Since her duties are 
so numerous the means of serving her routine 
needs are, of necessity, made easily available. 
Thus a much larger proportion of her time is freed 
for actual bedside nursing and more to the estab- 
lishment of human contacts with her patients. 


‘Nursing in the small hospital frequently makes 
of a nurse a confident and adviser in not only 
physical but social and spiritual problems, a role 
into which she steps without question. There is 
a never ending succession of problems, small and 
great which must be quickly and judiciously set- 
tled. All these things blend into the making of 
the success of efficient nursing in the small hos- 
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pital and aids in establishing unity and harmony 
in the community. At the same time the fallibil- 
ity of the nurse in the small hospital as an indi- 
vidual is sure to be disproportionately prominent 
as a matter of observation and memory of the 
community. 


Few small hospitals are ever free from the bug- 
aboo of cramped finances. Due to the lack of 
funds for publicity or the usual high powered 
propaganda program, the best publicity a small 
hospital has to offer is the reliability of its nurs- 
ing service. Public relations are recognized as an 
essential contact with the outside world for the 
success of any sized hospital. But no finer or 
more effective method could be devised for suc- 
cessful public relations than the interest of its 
nursing staff in the problems of the community 
and the sincere and whole hearted cooperation in 
non-controversial projects. 


If the family and friends have been made to 
feel during their visits to the sick-room that the 
attendant is genuinely interested in the well-be- 
ing of the patient and is doing all in her power 
to help him toward complete recovery, then a 
pebble of satisfaction has been dropped into the 
community. It will take only a little while for the 
ripple set in motion by that pebble to radiate in 
ever increasing waves of civic good will. On the 
other hand, one dissatisfied patient, a single fam- 
ily antagonized, and more harm has been done, 
more ill will engendered than can be overcome 
through one hundred ex-patients who have been 
adequately served. 


Summing Up 


Two far divergent types of skills go into the 
creation of well rounded nursing service in the 
small hospital. Such high standards, scientific 
and personal are necessary both for the well being 
of the patient and in order to establish harmony 
with the community. 


Conclusion 


Efficient nursing service can be provided in the 
small hospital only after careful selection and wise 
supervision of its personnel, based on institutional 
training. There are many details which can only 
be learned through actual practice and experl- 
ence in small hospitals, a practice which demands 
especial exercise of ingenunity and tact and for 
the best means at hand for adapting physical 
equipment to the comfort and well being of the 
patient. Nursing in the small hospital means the 
exercise of insight and tact under the promptings 
of a humane spirit. Therefore, efficient nursing 
service in the small hospital means nursing that 
can measure up to successful results. 
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Control of Cross Infection in Children's Wards 


THELMA KENYON, R.N. 


an advancement from barbarism to civiliza- 

tion in which the people are interested not 
only in the well-being of themselves and their 
families, but also in the welfare of their neigh- 
bors. However, this advance has not been smooth 
and easy. 


T= very existence of hospitals is evidence of 


Pictures and records prove that at one time it 
was common practice to crowd several patients 
in one bed, regardless of the type or seriousness 
of their illness; it made no difference if one of 
them was suffering from a contagious disease. As 
late as the nineteenth century, surgeons believed 
suppuration of wounds to be desirable and en- 
couraged it. Infection ran unimpeded throughout 
the wards with exceedingly high mortality result- 
ing. In addition, nursing was at its lowest level. 
The religious attendants had been largely replaced 
by lay people who were often of the criminal class 
with none of the religious spirit of self-sacrifice. 


This condition continued until Florence Night- 
ingale’s time. It is to her and to others such as 
Semmelweis, Pasteur, and Lister—that we are 
indebted for laying the foundation for the study 
of cross infection. Before this time, the problem 
of cross infection was unrecognized and there is 
little doubt that many patients who died in the 
hospital would have lived if they had not been sub- 
mitted to the ravages of the hospital ward. Today, 
the danger of cross infection is recognized and its 
full importance realized, yet there are still cases 
of infection acquired after the patient enters the 
hospital. Since we have the scientific knowledge 
required for prevention—it would seem then that 
it is in the application of the knowledge that we 
are lacking. 


The dictionary tells us that cross infection 
taken literally, means “infection of a patient from 
another patient adjacent to him in a hospital.” 
We must therefore understand the methods of 
transmission of infection before we can take any 
steps toward control. 


Modes of Transference of Disease 


For convenience, the modes of transference may 
be grouped under three general heads: (1) direct, 
(2) indirect, and (3) through an intermediate 
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host. In the great majority of cases, the bacteria 
are transferred more or less directly by what is 
now known as contact infection. Indirectly, the 
bacteria are transferred through water, food, soil, 
etc. In other cases, such as insect borne diseases, 
the bacteria are transferred through an. inter- 
mediate host. 


Direct or Contact Transference 

In this discussion we are interested primarily 
in “direct transference” or contact infection.” 
Contact infection assumes a quick transfer of 
fresh infective material more or less directly 
from person to person. The two persons do not 
necessarily have to touch one another but the 
transfer is usually pretty close in time and space. 
This contact may be made with actual cases or 
with carriers. 


The diseases in which contact infection plays 
an important role are those in which the bacteria 
leave the body in discharges from the mouth and 
nose, as tuberculosis, diphtheria, scarlet fever, 
measles, whooping cough, mumps, ete. The in- 
testinal diseases such as typhoid and dysentery 
are spread by contact infection, as are syphilis, 
gonorrhea, and other infections having open 
lesions on the body surface. 


In contact infection, the bacteria may be trans- 
ferred directly by actual contact, as in kissing, or 
more indirectly upon contaminated towels or toys, 
infected objects which have been _ recently 
mouthed or handled by the infected persons. Un- 
der the term “contact,” droplet infection is also 
included. Thus you can see that while the trans- 
fer is brought about by fairly close association 
with the infected person, the ways by which con- 
tact infection may be carried are numerous and 
varied. 


With this brief review of methods of trans- 
mission of infection, we are now ready for a con- 
sideration of control. 
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Control 


There are divided opinions about the actual hos- 
pitalization of patients. While there are some 
who claim there is no real need for segregation— 
the popular belief is that communicable diseases, 
if accepted into a general hospital, should be lo- 
cated in a separated building, wing, or floor, away 
from the surgical and medical services. With this 
arrangement, the diet kitchen, operating room, 
x-ray department, etc., will each need to have an 
independent unit in the same location, used only 
for patients with communicable diseases. 


The Ideal Set-Up 

The ideal set-up on any service would be to 
have a complete unit for each patient—a single 
room equipped with everything needed to care for 
the patient as well as an attached bathroom and 
scrub sink. The cost of such an arrangement, 
however, makes it prohibitive. The use of cubi- 
cles is béing widely recommended now as the only 
practical procedure. Cubicles are in reality, 
spaces enclosed by partitions in a ward. The 
partition generally starts about a foot from the 
floor and should extend far enough towards the 
ceiling so as to discourage any passing of articles 
from one cubicle to another over the top of the 
partitions. Ideally, these cubicles should be en- 
closed on all sides, but as they are used today, 
they are usually enclosed on three sides, the 
fourth side being left open or only partially en- 
closed. 

The Use of Cubicles 

The use of cubicles cuts down two sources of 
infection—that passed directly from one patient 
to the next, and that carried through the air at 
times of sneezing and coughing. 


The patient may be admitted to a cubicle and 
kept there until the incubation period for com- 
municable diseases is past. While there are some 
who isolate the patient in this way for twenty- 
four hours, a large majority feel that an absolute 
minimum is five days, and, if possible, should be 


extended to sixteen days. After the period of. 


isolation is over, patients who have not been dis- 
charged may be transferred to the open wards. 
Here again, droplet infection must be guarded 
against—beds being placed no closer than six 
feet, preferably twelve feet. Regardless of the 
ward arrangement, each patient must be supplied 
with his own individual equipment—such as tooth- 
brush, comb, drinking glass, towels, basins, etc., 
kept apart from the other patients’ equipment. - 


In considering new born babies, the same type 
of cubicle may be used in the nursery, or a series 
of smaller cubicles may be combined to make one 
large movable unit. This Pirquet cubicle system 
for isolating infants has been. successfully used 
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for several years in the Children’s Clinic of 
Vienna, and has been introduced into the Mount 
Sinai Hospital of New York City as well as many 
other hospitals in this country. 


Providing Isolation in a Practical Way 
The important point in ward arrangement is to 
provide isolation in a practical way, but isolation 
without a workable system of aseptic technique is 
of little value. 


There are almost as many variations of aseptic 
technique in the control of cross infections, as 
there are hospitals in which to practice them. All 
varieties are basically the same and all are prac- 
ticed for the prevention of the spread of disease, 
yet each has its own version of the proper method 
of procedure for the accomplishment of this aim. 
Accepted is the fact that all communicable dis- 
eases and all infectious diseases are not trans- 
mitted with the same degree of ease, yet the 
majority of nurses have been taught to treat 
them with the same amount of precaution. The 
result is a rigid technique, designed to cover 
the most contagious disease, used alike in all 
cases. The factors that must be considered in 
drawing up a safe isolation technique might be 
listed as follows: (1) the degree of communica- 
bility; (2) the method of transmission; (3) the 
protection of the patient himself against second- 
ary infections; and (4) the protection of those 
with whom the patient comes in contact. 


Contagious diseases may be cared for quite 
easily in a general hospital where there is no pro- 
vision for an isolation unit. An excellent prac- 
tical example of this is being demonstrated at the 
University Hospitals, Cleveland. They use a 
method whereby diseases have been classified ac- 
cording to transmissibility. The members of the 
medical staff in collaboration with the medical 
nursing supervisors have drawn up an outline ad- 
vising the degree of precaution that need be taken 
to prevent cross infection. Contacts with the 
patient are classified as “close,” “moderate” or 
“minimal.” The kind of technique used, is there- 
fore, in this system, determined by the type of 
contact. 


At the University of Chicago Clinics, a triple 
card system for checking cross infections is in use. 
These hospitals control the spread of infectious 
diseases by classifying every patient according to 
the likelihood of any infectious development and 
by instituting precautionary measures according 
to these classifications. Under this system, all 
quarantinable cases, such as small pox, measles, 
and whooping cough, are identified by a red card 
on the door of the hospital room. Strict quaran- 
tine is enforced. No visitors are permitted and the 
patient may be removed from his room only on the 
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written order of the medical officer. A yellow 
card is displayed on the door of a room occupied 
by a patient with typhoid fever, dysentery, 
yenereal diseases and similarly infectious dis- 


orders. Under the yellow card regulations, vis- ° 


itors are permitted after receiving instructions 
from the nurse governing the nature of their con- 
tact with the patient. Patients with pneumonia, 
influenza, pulmonary tuberculosis and upper res- 
piratory infections are designated by a blue card; 
instructions include masks and gowns for all at- 
tendants and visitors, transfer of the patient only 
by the intern’s order, and sterilization of all 
linens, utensils, trays and dishes immediately 
after use. 


Strict Enforcement of Technique Necessary 


Strict enforcement of technique on the part of 
the entire medical and nursing staff, plus closer 
regulation of visiting hours and also proper en- 
forcement of rules by lay helpers are all necessary 
to the reduction of incidence of secondary infec- 
tions in all hospitals. 


Added to the enforcement of technique, in fact 
almost essential to its enforcement, is the proper 
selection of the staff, particularly of the nursing 
staff, but also any lay helpers. 


In selecting student nurses, education is one of 
the most important factors. Aptitude tests are 
now given in practically all hospitals prior to ad- 
mission of student nurses in an effort to deter- 
mine their ability to think. A complete physical 
examination by a member of the hospital staff is 
necessary, including immunization against con- 
tagious diseases. 


In the instruction of nurses, practical teaching 
is of utmost importance. Experiments are of 
value where the student nurse coughs on or 
touches an agar plate. After it has been incu- 
bated, the nurse can see for herself what growth 
is possible from an apparently harmless contact. 
Such demonstrations, no doubt, would save many 
infections, since the possibility of transmission is 
well planted, and then carefully cultivated through 
the following years of the nurse’s training. 


If a wave of cross infection should start in a 
ward, the personnel should be carefully examined 
for carriers. Aseptic technique, if not already in 
use, should be instituted to a degree reached in 
operating room technique. Extra nurses should 
be put on duty if necessary. 


The question of how many patients one nurse 
can care for is always the cause of debate. In- 
fectious cases require more nurses than clean 
cases. The answer to this problem can be met in 
two ways: a flying squadron of nurses which can 
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be shifted from one part of the hospital to an- 
other, meeting busy periods of the day, or to stay 
a week or more in one department if necessary ; 
the hiring of general duty nurses to supplement 
the existing staff. The ideal arrangement is that 
of one nurse to every four patients. Under some 
hospital set-ups, more would be required. 


The Problem of the Night Staffs 


Night staffs also create a problem. - Too often 
the night shift is cut to a minimum, bringing 
about the destruction of the care given all day to 
insure infectious precautions. This problem may 
also be met by the use of a “flying squadron.” 
Only with true operating room technique, how- 
ever, could it be possible to take nurses from an 
infectious ward to a clean ward without transmit- 
ting infection. 


The personnel as a whole should be considered 
in an effort to eliminate cross infections. This 
includes besides nurses and the resident staff: the 
visiting physicians, surgeons, orderlies, maids, 
dietitians, cooks in the kitchen, and artisans who 
invade wards for repair or alterations. The work 
of each of these people should be supervised by 
the nurse in charge. In almost all hospitals, 
courses are given to lay people working on in- 
fectious wards. They learn the importance of the 
technique used, and are more willing to cooperate 
in the control of the spread of infectious diseases. 


Visitors 

Visitors to the patients will always present a 
further problem. They should be strictly limited 
to parents or guardians and arrangements should 
be made to permit them to visit through glass 
partitions or windows. Where this is impossible, 
and the visitors must be admitted within the 
ward, they should be required to wash their hands 
well and to put on a gown that completely covers 
their street dress. In addition they should be in- 
structed that their child is particularly susceptible 
to added infection at this time, and that their co- 
operation is needed in the program of control. 
Needless to say, there must be a designated 
period for visiting hours, and at this time it would 
be well to have extra nurses on hand to supervise 
the visiting carefully, in order that the rules will 
be strictly enforced. 


Controlling Secondary Infections 


To be of any value in a program for control of 
secondary infections, there should be an estab- 
lished routine procedure on all cases admitted to 
the hospital. The physician responsible for the 
admission examination, must be someone with 
considerable experience so that there will be a 
minimum of mistaken diagnoses. As stated previ- 
ously in this paper, all new cases should be com- 
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pletely isolated for at least twenty-four hours, (a 
separate admitting ward is ideal)—and where the 
diagnosis is uncertain, strict isolation technique 
should be continued until there is no question 
about a possible infectious disease. Nose and 
throat cultures should be taken routinely on all 
cases and vaginal smears taken on all females. 
These precautions are helpful in the discovery of 
early infections and in determining carriers. In 
addition, many hospitals also include among their 
routine procedures: the Dick test, Schick test, 
Wassermann test, and urinalysis. Vaccinations 
are done routinely when smallpox has been re- 
ported in the locality or when there is a history of 
a possible contact. 


In medical asepsis of communicable diseases, 
the limits of the contaminated space are outlined. 
The nurse, upon entering the room, puts on a 
gown to. prevent contamination of her uniform. 
Before leaving, the hands are thoroughly cleansed, 
and the gown is carefully removed. Thus the 
pathogenic micro-organisms are not transported 
from contaminated to uncontaminated areas. 
Masks are also worn, but some writers believe that 
these are of little value since they feel that masks 
act merely as a spray for bacteria rather than a 
protection. It is also their belief that the nurse 
taught to breathe with discretion away from a 
patient is less hazardous. The usual gauze mask 
is certainly not adequate. Gauze masks with cot- 
ton filters or masks of paper or of cellophane are 
more adequate and should replace the type now 
in use. 


Cleansing of the hands is routinely done by 
scrubbings in almost all hospitals. Thorough hand 
washing with soaps and water is considered the 
most important agent in the prevention of the 
spread of diseases. One minute scrubbing may 
be sufficient but questionable cultures of erysipelas 
and scarlet fever indicate that two minute scrubs 
are safer—and three minutes are required in 
many hospitals. 


Procedures After Discharge 


After the patient is discharged, all linen is 
thoroughly sterilized and all other equipment is 
disinfected by the most convenient and effective 
methods before being used in the care of another 
patient. 


In considering the subject of disinfection, there 
are many physical and chemical agents which 
exert a destructive influence on bacteria and are 
widely utilized in the control and prevention of 
infection. The most commonly employed germi- 
cides are tincture of iodine, bichloride of mercury 
solution (1:1000), phenol (5%), and ethyl alcohol 
(70%). Chemical disinfection is practical when 
employed for such articles as flash lights, hand 
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mirrors, instruments, thermometers, etc. Disin- 
fection by airing out-doors in the sunshine, is 
recommended for patients clothing, mattresses, 
pillows, and contaminated charts. Basins, bed- 
pans and urinals should be sterilized by boiling 
for ten minutes; rectal tubes and catheters 
(wrapped in gauze), for five minutes. Disinfec. 
tion by washing with soap and water applies to 
other articles, such as hot water bottles and ward 
furnishings, including bed and table, walls, shelf, 
and windows. Books should be wrapped in paper 
and taken to the autoclave to be disinfected, 
Refuse of all kinds should be burned in the in- 
cinerator. 
Summary 

To summarize, a brief history of the develop- 
ment of hospital care, and a review of the modes 
of transmission of infection have been given. The 
methods of hospitalization with isolation, that is, 
rooms, cubicles, wards and nurseries, have been 
presented, as well as the value of aseptic tech- 
nique employed. The hospital staff, taking into 
consideration the selection, education and im- 
munization of all employes, has been stressed; and 
the methods and value of disinfection, discussed. 


In this discussion we did not hope to offer any- 
thing new or startling in the methods of control 
of secondary infections. Rather, an attempt has 
been made to sum up a few problems, of which we 
must be constantly aware, if there are to be any 
forward strides against this ancient enemy of 
children’s hospital care—cross infection. 
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responsibility without the necessity of public 
compulsion; they exemplify private initiative 
without the objective of private gain; they 
encourage high standards of service and pre- 
serve the values of private medical practice 
and hospitalization. 


Financial aid by government for sickness 
costs of the indigent, unemployed and medi- 
cally needy is desirable and necessary. But 
government financing should be regarded as 
a supplement rather than a substitute for 
self-help and voluntary assistance. 


The material and social values provided by 
nonprofit hospital service plans are superior 
to those which can be offered by private in- 
surance companies. No private insurance 
company can be expected to assume the com- 
munity’s responsibilities or to conduct its 
business in a manner which does not empha- 














size the interests of the stockholders or 
policyholders. 


It is desirable to coordinate the interests of 
all groups who may influence the scope, de- 
velopment or administration of hospital ser- 
vice plans. In addition to the plan executives 
and trustees, these groups include hospital 
administrators and trustees, physicians, em- 
ployees, employers, public health and welfare 
agencies, insurance departments. 


New Participating Hospitals 


Notre Dame Hospital of Central Falls, Rhode 
Island, was accepted as a participating hospital 
by the Directors of the Hospital Service Corpora- 
tion of Rhode Island at their annual meeting. 
Also, Wilford E. Lamarine, representing the Notre 
Dame Hospital, W. Gurnee Dyer and Dr. William 
Hindle were added to the Board of Directors. 


* 





ok * 


The recently dedicated Nazareth Hospital con- 
ducted by the Sisters of the Holy Family of 
Nazareth in Philadelphia, and the Frederick Doug- 
lass Memorial Hospital for Negroes in Philadel- 
phia have become member hospitals of Associated 
Hospital Service of Philadelphia. 


* * * 


The Minnesota Hospital Service Association has 
extended its territory to cover eleven new towns 
with fourteen new member hospitals—Bemidji, 
Lutheran Hospital; Breckenridge, St. Francis 
Hospital; Crookston, Bethesda Hospital and St. 
Vincent’s Hospital; Little Falls, St. Gabriel’s Hos- 
pital; Moorhead, St. Ansgar’s Hospital; Perham, 
St. James Hospital; Wadena, Wesley Hospital; 
Red Wing, St. John’s Hospital and Red Wing Hos- 
pital; Mankato, Immanuel Hospital and St. Jos- 
eph’s Hospital; Faribault, St. Lucas Evangelical 
Deaconess Hospital; Winona, Winona General Hos- 
pital. 


** % * 


The Munising Hospital of Munising, Michigan, 
has become a member hospital of Michigan So- 
ciety for Group Hospitalization. 


* %* ok 





The three hospitals of Reading, Pennsylvania, 
The Reading, Homeopathic, and St. Joseph’s, are 
now participating members of Capital Hospital 
Service, Inc. This brings the member-hospitals 
of Capital Hospital Service to 24 in 15 counties of 
south-central Pennsylvania. 


Meetings 


Two sessions will be scheduled as part of the 
regular program at the convention of the Ameri- 
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can Hospital Association in Boston this Septem. 
ber: one will be a meeting of the Hospital Service 
Plan Section on Monday afternoon, September 16, 
and the other will be a “Round Table” on Tuesday 
morning, September 17. 

* * * 


Rev. Dr. Alfred ‘E. Randell was elected presi- 
dent of the Chautauqua Region Hospital Service 
Corporation at the annual meeting of the corpo- 
ration. Dr. Randell succeeds Milton J. Fletcher, 
Other officers elected were: vice president, Dr. 
John S. Hickman; secretary, Mrs. E. Snell Hall; 
treasurer, Harold C. White, Sr. 


%* * * 


R. F. Cahalane, executive director, Associated 
Hospital Service of Massachusetts, recently spoke 
at the Twelfth Annual Meeting of the Boston 
Chapter of the American Statistical Association. 
His subject was “Statistical Problems of Group 
Hospitalization.” 


Personnel 


G. Gordon Strong, formerly assistant professor 
of accounting in the University of Toledo and re- 
search director of The Toledo Chamber of Com- 
merce, has been appointed executive secretary of 
the Hospital Service Association to succeed Ed- 
ward C. Ames, who has resigned to take up execu- 
tive work with the Owens-Corning Fiberglass Cor- 
poration. Mr. Ames has been elected to member- 
ship on the Board of Trustees. 

* * * 


Walter R. McBee, formerly associate director 
of Group Hospital Service of St. Louis, has been 
appointed executive director of Group Hospital 
Mutual Service Corporation, Tulsa Loan Building, 
Tulsa, Oklahoma. Harley B. West, field repre- 
sentative for the St. Louis plan, accompanied Mr. 
McBee to Oklahoma to take charge of the Okla- 
homa City office. 


* ok %* 


A. R. Hazzard has resigned as director of the 
Hospital Service Plan of the Lehigh Valley in 
order to take up his new duties as administrator 
of Chestnut Hill Hospital, Philadelphia. 

* 


* * 








L. S. French, a printer in the composing room 
of a Covington, Kentucky, newspaper, was the 
first nonprofessional appointee to the Board of 
the Hospital Care Corporation of Cincinnati in 
the enlistment of direct subscriber representation 


in the plan. 
* * * 


Thomas E. Wood, director of the Hospital Serv- 
ice Association of Summit County, Akron, Ohio, 
since its inception in January, 1937, died suddenly 
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following an operation. Harold E. Roush, for- 


merly assistant director, is now acting director. 


Miscellaneous 


A new pamphlet entitled “New Plans of Med- 
ical Service” has recently been published by the 
Bureau of Cooperative Medicine, by arrangement 
with the Committee on Research in Medical Eco- 
nomics. Copies may be obtained for 15 cents each 
directly from the Bureau of Cooperative Medicine, 
5 East 57th Street, New York City. 


of * * 


The following quotation is from the Report of 
the Republican Program Committee just submit- 
ted to the Republican National Committee en- 
titled, A Program for a Dynamic America: “The 
now rapidly growing voluntary nonprofit health 
and hospital insurance plans may be developed to 
meet the problem of medical and hospital costs 
quite as effectively as governmentally directed 
plans could possibly be. They are more flexible and 
more readily adaptable to varied and changing 
conditions. Giving these voluntary plans a full 
trial, under helpful stimulus from government 
leadership, will develop a fund of administrative 
and actuarial experience which is now lacking.” 


* * * 


In a booklet recently published by the Bell Tele- 
phone Company of Pennsylvania for the use of 
their employees outlining the various services, ad- 
vantages, and policies of the company, a section 
is devoted to “Hospitalization Insurance.” One 
paragraph reads as follows: ... “Through pay- 
roll deductions, you can become a subscriber to 
any local hospital insurance plan . . . Your hos- 
pital insurance will pay for a semi-private room 
for a number of weeks in case you are sent to a 
hospital and will pay for most of your other hos- 
pital charges . . . Payroll deductions are an ideal 
way in which to save money (for the easiest time 
to save is before you get the money into your 
hands. You hardly miss money you do not 
=)... 


% * * 


Excerpt from 1939 Annual Report of Burbank 
Hospital, Fitchburg, Massachusetts: “The Asso- 
ciated Hospital Service, better known as the Blue 
Cross, increased its Fitchburg membership and 
made payments to the hospital of $6,883.97 as 
against $1,650 in 1938. This plan could have a 
widespread helpful influence in our community. 
In Worcester the membership is 24,000 and some 
150 industrial and business firms participate and 
encourage their employees to have this protection. 
If the same could be true here, it would not only 
benefit the individual but would lighten the wel- 
fare burden, of the city. Representatives of the 
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Blue Cross find that many local employees prefer 
to gamble rather than pay the small premium and 
express confidence that in any event they can get 
free hospital service at the expense of the city. 
The operating cost of the Blue Cross is less than 
ten cents on the premium dollar so that the sub- 
scriber derives every possible benefit. The aver- 
age family cannot wisely be without this econom- 


ical protection.” 
* * * 


Paul F. Bourscheidt, director of Central IIli- 
nois Hospital Service, Peoria, was a speaker at 
the annual meeting of the LaSalle County 
Teachers’ Association. His subject was “Hos- 
pitalization for Teachers.” 


News of the Plans 


The annual report of Associated Hospital Serv- 
ice of New York for the year 1939 shows a sur- 
plus of $1,651,249.71 available for the added pro- 
tection of subscribers. With an enrollment of 
more than 1,350,000 subscribers, the plan now 
covers one out of every six persons in the New 
York metropolitan area. 

* * % 


Associated Hospital Service, Inc., of Milwau- 
kee, which has been providing hospitalization for 
employed groups, has expanded its field to include 
civic, social and fraternal organizations. Each 
group must have a minimum of 10 members, and 
must appoint a group leader. 

According to Leon R. Wheeler, executive sec- 
retary, Associated Hospital Service, Inc., will, in 
the near future, have affiliated hospitals through- 
out the state because of the heavy demand for ex- 
pansion of its sphere of activity. 

* % %* 


The form of Cleveland Hospital Service con- 
tract has been recommended by the Council on 
Hospital Service Plans of the Ohio Hospital Asso- 
ciation and the Superintendent of Insurance of 
Ohio for use by all the plans in the state, with 
the insertion of the differences in rates, services, 
and any special local changes by each plan. 


* * a 


Group Hospital Service of St. Louis is using 
the device of “Group Hospital Service Week” as 
an aid to enrolling subscribers in small towns and 
cities in its territory. The mayors of Carbondale 
and Murphysboro, Illinois, issued proclamations 
to set aside a week for observance of “Group Hos- 
pital Service Week,” while the local medical so- 
cieties, civic groups and the Holden Hospital of 
Carbondale, and the St. Andrews Hospital of 
Murphysboro cooperated in the education of 
citizens. 





The Capital Hospital Service of Harrisburg, 
Pennsylvania, adopted a ward-service plan effec- 
tive as of March 1, 1940. The rates are to be 50 
cents for the subscriber; 85 cents for husband 
and wife; and $1.00 for entire family, including 
all dependent children under 19 years of age. De- 
pendents are to pay a service charge of 65 cents 
per day when hospitalized. The member hospitals 
are to receive $4.50 a day for the care of a sub- 
scriber and $3.85 a day for a dependent. 


Approved by Medical Societies 


Excerpts from the Report of the Annual Meet- 


ing of the Denver County Medical Society by the 
Medical Society Representatives serving on the 
Board of Trustees of the Colorado Hospital Serv- 
ice Association, January 2, 1940: 


‘“é 


. A word of caution might be offered by 


physicians who admit patients to hospitals under 
the Blue Cross Plan. The patient sometimes feels 
that he is entitled to twenty-one days of hospital 
care under his contract, though he may make a 
recovery in a shorter time. If a large proportion 
of patients demand maximum benefits rather than 
average benefits under the Plan, it is probable 
that the Plan would fail on actuarial principles, 
Physicians can protect the Blue Cross Plan and 
their future patients by avoiding unnecessary pro- 
traction of hospital care. 


“... We have encountered no adverse criticism 
of the Blue Cross Plan, and it appears to be op- 
erating to the advantage of all parties concerned.” 

* 


* %* 


The Atlantic County Medical Society approved 
the Hospital Service Plan of New Jersey at its 
meeting on February 9, 1940. 
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Record First Year Enrollment Set by Michigan Hospital Plan 


On March 16, 1940, the Michigan Society for 
Group Hospitalization issued contract number 
175,000. This marked the first anniversary of the 
Society, which issued its first contract on March 
17, 1939, and it represents the largest first year 
enrollment of any voluntary nonprofit hospital 
service plan up to this time. 


During the first year, payment for 27,500 days 
of hospital service, representing $165,500, has 
been made by the Society for subscribers enrolled 
through 850 business organizations throughout 
the State. 


The Society, with seven regional offices in Sag- 
inaw, Kalamazoo, Flint, Grand Rapids, Mar- 
quette, Muskegon, and Lansing, is operating on a 
truly state-wide basis. Sponsoring committees 
of representative business and professional peo- 
ple have been set up in each region. Enrollment 
and servicing of accounts are through regional 
offices, while enrollment in the Detroit area and 
all administrative activities are conducted 
through the head office of the Society. 


Of particular interest to all voluntary nonprofit 
health programs is the combination hospital and 
surgical plan which was made possible by the co- 
operation of the Michigan Medical Service, the 
voluntary nonprofit medical and surgical service 
plan sponsored by the medical doctors of Michi- 
gan, and was presented for the first time to the 
employees of the Ford Motor Company. By this 
plan the subscriber is not only protected against 
the hazard of hospital costs, but under the same 
contract costs of all surgical services while in 
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John R. Mannix, director of Michigan Society for Group 

Hospitalization, with A. Frank Nolan, executive of the Ford 

Motor Company, as 57,000 applications for Ford employees 
were delivered to the Society. 


the hospital are also covered. This is the fore- 
runner to a complete plan for health care now 
being presented to employed individuals in Mich- 
igan. ... In all, the Society will have eight con- 
tracts—a hospital plan, ward or semi-private; 
the hospital plan, ward or semi-private plus sur- 
gical or full medical service; surgical or full med- 
ical service without the hospital plan. All are 
available on a single, man and wife or full family 
basis. . . . Presentations to the public and all col- 
lections are made through the Michigan Society 
for Group Hospitalization, although Michigan 
Medical Service approves and makes all payments 
for medical or surgical services. 
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Price Trends in Hospital Commodities 
McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


since the turn of the year has wiped out the 

bulk of the late 1939 advance, has not created 
demoralization in any form nor resulted in wide- 
spread anxiety or apprehension. The decline is 
generally regarded as a natural slump following 
a brief but rapid period of over-expansion. What 
is bothering the majority of businessmen is un- 
certainty. However, even in periods of great 
activity or so-called prosperity, uncertainties exist. 
Naturally, during periods of depression uncer- 
tainties are much more in evidence. The trouble 
is that as far as uncertainties go, the year 1940 
seems to have more than its share. While no one 
knows the answer to the major problems, there 
are a few fundamental facts which carry pro- 
nounced weight and are worthy of consideration. 
First of all, a study shows that economic mal- 
adjustments are not conspicuous. In a nutshell, 
a resume of what has happened since last August 
shows that the initial response to war was sensa- 
tional. Demand for raw materials and finished 
goods reached tidal-wave proportions. Produc- 
tion schedules were quickly jacked up, and the 
race to build up inventories was on. 


At first demand held the lead, but before the 
end of the year production successfully closed the 
gap and crept ahead. That period marked a turn- 
ing point, as the moment consumers realized that 
no squeeze was imminent, the volume of new 
orders quickly fell off. Due to the huge backlog 
of unfilled orders, industry was able to prolong 
the period of heavy output, but as early as three 
months ago manufacturers had to solve an im- 
portant problem, namely, whether to hold output 
on a high level in anticipation of a renewal of 
buying activity or curb output in alignment with 
the diminishing volume of demand. The solution 
adopted was the most logical, and as a result out- 
put today is, roughly, 18 per cent under the peak 
of three months ago. Manufacturers did not make 
the mistake of 1937, and despite the influence of 
warfare, without hesitation curtailed operations 
the moment that demand fell off. Briefly, indus- 
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trial output is no longer on a pinnacle but is now 
holding barely 2 per cent over the volume of last 
August. 


The increase in inventories has caused some 
concern, but an inspection of actual figures fails 
to reveal any foundation for anxiety. Production 
of basic raw materials, although considerably 
higher than the average of last summer, has to 
date failed to exceed demand by any appreciable 
margin. In fact, stocks are holding far below the 
levels of six months ago. This is indicative of a 
healthy foundation under the economic structure. 
In the case of finished goods, inventories in the 
hands of manufacturers have climbed for five 
consecutive months. The latest data show that 
supplies for a total of 533 leading corporations in 
early 1940 were only 4 per cent larger than a 
year earlier and 9 per cent under the peaks of 
1937. Stocks in wholesalers’ and retailers’ hands 
are not in any sense exorbitant, particularly in 
view of the higher level of dollar sales as com- 
pared with year-earlier figures. Moreover, bear 
in mind that for nearly five months new demand 
has held on a limited basis. It stands to reason 
that by the early spring period there can hardly 
be any escape from a marked revival in demand 
for raw materials, semi-fabricated and manufac- 
tured products. In a word, the relationship be- 
tween production, consumption, inventories, em- 
ployment, purchasing power, the cost of living, 
and commodity prices is today free from serious 
maladjustments. This is one of the major reasons 
why we predict a turning point in the economic 
cycle during the second quarter of 1940. 


All Commodities 


Commodity prices are low, for example, in mid- 
March all commodities stood only 3 per cent above 
year-earlier figures and are comparable with quo- 
tations in effect a quarter of a century ago. Check- 
ing back, all of the advance was concentrated in 
the month of September, 1939, and since the turn 
of the year markets have sagged sufficiently to 
wipe out nearly 40 per cent of the original up- 
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swing. Commodity prices are not destined to re- 
turn to the lows of last summer and are now be- 
ginning to show definite signs of stability. There 
is no question in our minds that accompanying 
the next surge upward in industrial activity com- 
modity prices will again strengthen on a broad 
front. 
Drugs and Chemicals 


Prices have continued to strengthen and are 
well above the average computed at the turn of 
the year. During the second week ending in 
March in the drug and fine chemical classifica- 
tion, fourteen advances are chronicled, while none 
were reduced. Mercury ointment as well as mer- 
cury bisulphate recorded pronounced strength. 
Statistical and economically drugs and chemicals 
remain. in a strong position. 


Paper Products 


Price stability prevailed during the past month. 
The trouble is that production schedules were 
geared up to cope with aggressive forward buy- 
ing during late 1939, but a rather drastic change 
has taken place during the past two months. Pro- 
duction has not exceeded consumption by a suf- 
ficient margin to result in an_ exorbitant inven- 
tory accumulation, but the fact remains that the 
statistical status is not as healthy as was the case 
a few months ago, and naturally the element of 
competition is keener. The price structure of 
paper will be somewhat under pressure during 
the near term. 


Cotton Goods 


The composite price of cotton goods has de- 
clined sharply since early February. The decline 
has been particularly noticeable in cotton yarns 
which is a barometer indicating price-shading in 
finished goods such as sheetings. Production held 
on an unusually high plane so far this season, and 
more than 4,041,840 bales of cotton have been 
consumed as compared with 3,396,840 for the 
same period last season. 


Surgical Dressings 


Prices have moved on a sidewise course during 
the past month. There are signs that the price 
increase chronicled since last fall temporarily at 
least discounts bullish forces. This is readily un- 
derstood by the fact that greater price irregular- 
ity is featuring raw cotton, while yarns and fin- 
ished goods are in a more vulnerable position. 


Fuels 


The price trend moved downward during the 
past month. Fuel oils held steady but weakness 
characterized the coal market. The period of di- 
minishing consumption along seasonal lines for 
heating fuels tends to intensify the element of 
competition, and consequently, the entire price 
structure will be under some pressure during the 
next two or three months. Incidentally, the gaso- 
line market is laboring under the highest volume 
of stocks ever known. While consumption will 
reach a new peak in 1940, exports have dimin- 
ished because of war conditions. The outlook for 
the gasoline market is not at all favorable. 


Groceries 


The price trend held fairly stable during the 
past month, following a sizable decline from the 
higher levels prevailing at the turn of the year. 
A check-up reveals that price fluctuations for such 


stable commodities as flour, sugar, cocoa, coffee, 
corn and cottonseed oil held within narrow limits, 
but rice, beans, and lard recorded sufficient weak- 
ness to bring the aggregate price level moder- 
ately downward. 

Meats 


Whereas the composite price of meats recorded 
a relatively sharp increase over month-earlier fig- 
ures, it is well to bear in mind that this is more 
or less a seasonal characteristic. On a relative 
basis prices are lower than a year ago. A check- 
up shows that beef prices are practically un- 
changed from a month ago, but higher price levels 


McGill Monthly Price Index for HOSPITALS 
1926 = 100 


Mar. Mar. Mar. Mar. Mar. Mar. Mar. Mar. Feb. Mar. 
1933 1934 1935 1936 1937 1938 1939 1940 1940 


ALL COMMODITIES ; 45.9 63.2 72.1 73.2 85.4 72.7 69.1 72.0 70.6 


Drugs and Chemicals : 71.4 75.0 173.3 71.4 70.3 68.1 70.4 80.8 81.0 
Paper Products y 69.5 770 81.2 805 922 95.1 90.5 ? 92.4 92.4 
Cotton Goods : 43.3 89.0 85.7 733 99.8 69.9 71.6 j 82.1 178.3 
Surgical Dressings ’ 65.1 82.8 83.3 79.1 84.1 70.4 68.8 ; 743 438 
49.7 765 4.3 71.1 88.5 89.0 81.3 103.3 101.1 

41.4 564 73.1 66.7 87.5 606 52.3 55.9 55.8 

. 46.9 56.1 82.6 79.4 89.7 754 177.4 ‘ 69.7 76.1 

Fresh Vegetables i 33.1 67.6 78.8 48.5 60.6 60.1 51.7 : 71.5 67.0 
Fresh Fruits : 78.2 89.9 72.3 65.2 80.6 52.1 60.2 i 60.6 52.0 
Canned Vegetables : 76.0 102.0 93.3 85.9 81.3 75.0 66.2 : 66.2 65.6 
Canned Fruits ‘ 59.7 72.7 179.3 71.6 75.9 80.2 68.0 , 67.6 67.3 
Dairy Products y 46.3 56.6 67.5 68.7 76.5 63.1 59.4 70.8 63.2 
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for fresh lamb and mutton as well as pork estab- 
lished the index on a higher plane. It is well to 
keep in mind that the supply of meats this year 
will automatically increase over 1939 as a direct 
result of the greater number of animals on the 
farms. This will prove a factor in preventing 
prices from registering important strength. 


Dairy Products 


The index this month dropped sharply from 
the February level. This is definitely a seasonal 
characteristic, as markets are beginning to dis- 
count the near-term period of flush production 
and advancing cold storage holdings. During the 
past month prices for cheese, eggs, and butter 
moved downward. The Government is endeavor- 
ing to support dairy products by buying up sup- 
plies under the FSCC, but in the final analysis 
there is every assurance of abundant supplies, and 
a continuation of low prices throughout the spring 
period. 


The Miscellaneous Group 


Stocks of old potatoes stand moderately below 
year-earlier figures, but well above the corre- 
sponding figure of 1939 and represent a volume 
that would normally be adequate. However, con- 
siderable damage to new crops in the South took 
place during the unusually cold weather, and this 
phase could easily be instrumental in creating 
some betterment in the price structure during the 
near term. Such a development would be strictly 
temporary in character. 


The price level of oranges has held steady, but 
both apples and lemons registered weakness dur- 
ing the past month. Quotations for canned 
peaches were fractionally lower, while canned 
pineapples held steady. Fundamentally, the sta- 
tistical position of canned fruits and vegetables 
has improved materially as compared with year- 
earlier figures, due to a broad revival in export 
trade with the Allied countries. 
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The intricate combination of so many factors 
makes difficult a clear-cut description of the va- 
rious elements in voluntary hospital organization. 
The very subtlety of the mechanism is the strong- 
est argument in favor of it, but at the same time 
the greatest obstacle in analyzing it. Neverthe- 
less, certain facts are clear, and by what is per- 
haps an over simplification they can be enumer- 
ated in the form of a six-point argument. 


1 The voluntary hospitals insure that only 
the best brains of the medical profession 
are accorded distinction, by subjecting 
them to the rigorous test of recognition by 
their practicing colleagues engaged in the 
same work in the same profession. They 
do not obtain positions of eminence as a re- 
sult of selection and promotion decided 
solely by a political body or a lay admin- 
istrator. 


The voluntary hospitals insure that the 
best brains of the medical profession are 
not only at the command of the wealthy, 
but are also at the service of the public 
as practitioners in the hospitals. The ben- 
efits of first-rate medical attention are not 
confined to one class of the community. 


3 The voluntary hospitals insure that the 
best brains of the medical profession are 
not only engaged in the practice of medi- 
cine, but are also at the disposal of the 
public as university teachers of medicine. 
There is no separation. of the practical 
work from the teaching of it. 


4 The voluntary hospitals insure that for the 
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performance of these public services the 
medical profession is remunerated, not by 
fixed salary, but indirectly by the rewards 
of private practice, in such a way, there- 
fore, as to provide the maximum incentive 
for the achievement of excellence. There 
is no danger that a hospital appointment 
or a teaching appointment will be regarded 
as a sinecure. 


The voluntary hospitals insure that the 
teaching of medicine in the universities, 
and research into new methods of treat- 
ment in the hospitals,are guided and con- 
trolled by independent laymen whose loy- 
alty to a single purpose permits and 
inspires them to provide the funds re- 
quired for a bold policy of advancement in 
research. There is not the necessity to 
confine expenditure along fhe lines imposed 
by direct responsibility to the masses of 
the public. 


The voluntary hospitals insure that in one 
of the most important spheres of social life 
there is a variety of approach, on the one 
hand by public bodies, and on the other by 
private and voluntary institutions. The 
existence side by side of the two types of 
effort affords a useful basis of contrast, 
and a stimulus to friendly and healthy ri- 
valry. Experiment of every kind is easier 
for the private and voluntary agency, but 
both types benefit from the. results of re- 
search which proves itself successful. 


Dawson of Penn 





Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


N oii upon court decisions which affect hos- 
to the litigation. 


Recent Cases 


Whether County Liable for Negligence of 
Employees of County Hospital 


Calkins v. Newton, 97: P. 2d 523 (District Court 
of Appeal, Third District, California) 


This action was brought by Calkins against 
certain individuals and the County of Siskiyou to 
recover damages for injuries received by the 
plaintiff as the result of alleged negligence on the 
part of medical men and nurses in a hospital 
which was operated by the county. The trial court 
entered an order sustaining the demurrer of the 
county to plaintiff’s amended complaint, and en- 
tered judgment in favor of the county. This 
appeal is from that judgment. 


The amended complaint alleged, among other 
things, that the majority of defendant’s patients 
were pay patients, and that the hospital was ac- 
tually operated at a profit. It was also alleged 
that the plaintiff had been admitted for the pur- 
pose of receiving treatment for a leg injury, and 
that his leg had been placed in an apparatus which 
supplied artificial heat, and that his leg was per- 
mitted to remain in the apparatus for such a 
length of time that it was burned, being subse- 
quently amputated. 


The court stated the question of this appeal as 
follows: 


“Ts a County liable for an injury caused by 
the negligence of its employees in a hospital 
operated by the County at a profit, where 
such County hospital furnishes the only hos- 
pital facilities available in the community and 
the injured person was a paying patient. 


“In another form, the question is whether 
the county acts in a governmental capacity 
when it conducts such a hospital under such 
circumstances, for it is axiomatic that neither 
the state nor any governmental agency of the 
state is liable for the negligence of its agents 
or employees who are engaged in the per- 
formance of governmental functions unless 


such liability is imposed by statute, which is 
not the case here, or has the effect of taking 
property for a public use without compensa- 
tion.” 


The court next directed its attention to whether 
the county was empowered to engage in the opera- 
tion of a hospital such as the one under discussion. 
Under California law the board of supervisors of 
each county has the power to make provision for 
the care of the sick, and to furnish hospitalization 
and medical care at cost in private institutions. 
The boards may also establish and operate county 
hospitals. No mention is made, however, of 
authority vested in the supervisors to build and 
operate a hospital for profit. 


In further analyzing the law of California, the 
court recognized that it was the practice of the 
counties to admit paying patients. In this connec- 
tion an earlier California case was cited, dealing 
with the question. of admission of such patients, 
and of that case the court made this comment: 


“The legality of this practice is fully dis- 
cussed in the case of Goodall v. Brite, 11 Cal. 
App. 2d 540, 54 P. 2d 510, 514. From this 
discussion it appears that, although there 
were enough private hospitals in Kern county 
to care for all persons in need of hospitaliza- 
tion who could pay for the service, the county 
had permitted such persons to enter the 
county general hospital for treatment at rates 
that were lower than. those charged by pri- 
vate hospitals and less than the actual cost to 
the county. Action was brought by citizens 
and taxpayers of the county to enjoin this 
practice. It was held on appeal ‘that the ad- 
mission and treatment of patients in the 
county hospital who, either themselves or 
through legally responsible relatives, can pro- 
vide themselves with equally efficient care 
and treatment in private institutions does 
not promote the health and general welfare 
of the citizens of Kern County and is not a 
proper exercise of the police power of that 
county and results in the use of public money 
for private purposes.’ 


“On the other hand, it was held further 
that it was proper for the county to admit to 
the hospital emergency cases and also persons 
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who could pay a part of the cost of hos- 
pitalization, but, upon investigation, were 
found to be financially unable to meet the 
charges made by a private institution, and to 
collect from them as much as they were able 
to pay, not exceeding the actual cost to the 
county, for such persons are indigent in a 
relative sense. Their lives may depend upon 
proper hospitalization but they cannot get it 
because of their limited financial resources. 
By furnishing it to them at cost or at less 
than cost if necessary, the county promotes 
the health and welfare of its citizens. 


“We find a different situation in. Siskiyou 
County, as alleged in the amended complaint. 
There are no private general hospitals in the 
vicinity of the county general hospital at 
Yreka. Citizens who need hospitalization may 
be unable to get it without what might be 
fatal inconvenience and delay if they are not 
admitted to the county general hospital, even 
though they are able to pay full rates. Under 
such circumstances it is proper for the county 
to furnish the service to such persons, in so 
far as facilities permit, because they are in 
the same situation as the indigent sick in 
that they cannot obtain the care they need 
regardless of their ability to pay for it. But 
they should be compelled to pay as much of 
the actual cost of hospitalization as they can. 
The admission of such patients into the 
county hospital, under such circumstances 
and upon such terms clearly promotes the 
health and general welfare of the citizens of 
the county and is therefore within. the police 
powers of the board of supervisors. Such 
powers, so exercised, are governmental in 
their character.” 


Because of the fact that it had been urged that 
the county was not engaged in the exercise of a 
governmental function the court next passed to 
a consideration of that contention, and said, after 
citing numerous cases: 


“In view of these decisions we are not in- 
clined to hold that liability for negligence 
might not exist as against a county if the 
legislature empowered it to engage in the 
hospital business, or in. any other business of 
a proprietary nature. But we do not find such 
authority in the laws which relate to county 
hospitals in this state. Here, the operation 
of the hospital is governmental. Or, if we re- 
gard it as being charitable in its nature, the 
county is entitled to the same exemption from 
liability as is allowed private hospitals which 
receive pay patients but are not operated for 
profit.” Hallinan v. Prindle, 17 Cal. App. 2d 
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656, 62 P. 2d 1075; Armstrong Vv. Wallace, 8 
Cal. App. 2d 429, 47 P. 2d 740. 


Finally, the court considered the question 
whether the fact that the county charged for ser- 
vices would place it in the position of operating 
a hospital in the exercise of proprietary, as dis- 
tingushed from governmental power. It was said: 


“The imposition of a charge for service is 
not inconsistent with the exercise of a gov- 
ernmental function. ... Nor is the fact that 
the county general hospital was operated at a 
profit controlling. A county is authorized 
only to furnish hospitalization to those per- 
sons within the county who cannot secure it 
elsewhere. The county can charge only the 
cost of the service. The board of supervisors 
have not the power, merely by disregarding 
the limitations in the law, to admit patients 
who are not entitled to the service or to 
charge the persons who should have the ser- 
vice an excessive fee. . . . If the board of 
supervisors has exceeded its authority in any 
respect the remedy is not to impose liability 
for negligence, but to bring a proper proceed- 
ing against it.” 

a 
Whether Hospital Liable for Alleged Neglect 
in Taking of X-Ray 


Welch v. Frisbie Memorial Hospital, 9 A. 761 
(Supreme Court of New Hampshire) 


The actions here were by husband and wife for 
alleged negligence in failing properly to take x-ray 
pictures requested by an attending physician. 
The patient had been admitted to defendant hos- 
pital, suffering from injuries incurred in an auto- 
mobile accident. The attending physician, after 
examination, directed that an x-ray be taken of 
the patient’s leg. The x-ray was taken of the leg, 
but not of the ankle, and there was evidence on 
the trial that the order of the physician should 
have been executed so as to obtain an x-ray of the 
entire lower leg. The report of the technician was 
that the x-ray was negative as to fracture. There- 
after, the patient was treated as for a sprain, and 
was discharged from the hospital the next day. 


Some three months later, x-ray examinations at 
another hospital showed that the patient had suf- 
fered a fracture of the ankle, with imperfect 
alignment of the bones, and a definite deformity 
of the ankle. The evidence was that had the pa- 
tient received proper treatment, a much better 
result could have been obtained. New trials were 
ordered in both cases inasmuch as the husband of 
the patient was also suing for medical expenses 
incurred. 


The defense of the hospital was that the tech- 
nician was not its agent in taking the requested 
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x-ray. Defendant was also recognized to be a 
charitable hospital. Therefore, the court said: 


“We, therefore, have squarely presented 
the question whether a hospital organized and 
maintained as a charitable institution, can be 
held liable to a patient for injuries sustained 
as a result of the negligent conduct of its 
servants.” 


In answering that question, the court made this 
comment: 


“We think it is equally clear that hospitals 
cannot properly be relieved of liability for the 
negligence of their servants upon any theory 
of public policy. In this jurisdiction, the 
declaration of public policy with reference to 
a given subject is regarded as a matter pri- 
marily for legislative action ..., and although 
judicial power undoubtedly exists ‘to declare 
public policy unsupported by legislative an- 
nouncement of it ... the policy must be based 
on a thoroughly developed, definite, persis- 
tent and united state of the public mind... 
There must be no substantial doubt about it.’ 
With regard to the tort liability of charitable 
hospitals, we are aware of no such ‘state of 
the public mind’ as is above described. On 
the contrary, so many competing considera- 
tions of policy have been suggested that it is 
extremely difficult to determine whether the 
public interest will best be served by a rule 
relieving hospitals from tort liability or by 
the application, of the ordinary rules of 
agency. These competing considerations of 
policy are well summarized in Sheehan Vv. 
North Country Community Hospital, 273 
N. Y. 163, 7 N. E. 2d 28, 29, 109 A. L. R. 
1197. 


“If the trust fund theory tends to encour- 
age philanthropically minded people to estab- 
lish charitable institutions, and if it could be 
demonstrated that the imposition, of tort lia- 
bility tends to discourage such undertakings, 
a matter which now lies wholly in the realm 
of speculation, it may be answered ‘that to 
impose liability is to beget careful manage- 
ment; and that no conception of justice de- 
mands that an exception to the rule of res- 
pondeat superior be made in favor of the 
resources of a charity against the person of a 
beneficiary injured by the tort of a mere ser- 
vant or employee functioning in that char- 
acter.’ Sheehan v. North Country Community 
Hospital, supra. In. the absence of a legisla- 
tive declaration of policy upon the subject, 
and in the presence of an indefinite and con- 
fused state of the public mind, we do not feel 
justified in announcing a rule of non-liability 
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based upon the considerations of public 
policy. 


“We, therefore, conclude that this case is 
governed by the ordinary rules of agency, in- 
cluding the principle of respondeat superior, 
and that the action, of the trial court in sub- 
mitting it to the jury on. this basis was cor- 
rect.” 


Counsel for defendant made certain requests to 
the court to instruct the jury as to the relations 
existing, in law, between the patient, her attend- 
ing physician, the x-ray technician, and the hos- 
pital. The trial court committed error in dealing 
with those requests, and for that reason, the Su- 
preme Court of New Hampshire set the verdicts 
aside and granted a new trial in both cases. The 
interests of clarity will best be served by setting 
out here excerpts from the opinion. It was said: 


“The defendant seasonably requested the 
court to charge the jury as follows: ‘14. If 
Dr. Grigg examined the x-ray plate either 
alone or with Dr. Almond and saw that it did 
not include the lower end of the leg bones and 
the ankle joint and did not treat for fracture, 
his conduct was careless and the cause of the 
plaintiff’s injury for which the hospital is not 
at fault.’ Although this precise form of 
words may be open to objection, the request 
clearly called attention to one of the defend- 
ant’s principal contentions, i.e., that the 
plaintiff’s injuries were due to the neglect of 
the surgeon in charge of her case rather than 
to the fault of the defendant’s technician, and 
indicated clearly the defendant’s desire that 
the law applicable thereto be stated specifi- 
cally to the jury. Under these circumstances 
the request could not properly be ignored. ... 


“There was evidence tending to establish 
the factual basis of the above request. The 
plaintiff testified that no treatment was given 
to her ankle until the morning following her 
injury. There was also testimony that upon. 
that morning, at a time findably before the 
plaintiff’s ankle had been treated at all, Dr. 
Almond ‘and Dr. Grigg went over the plates 
together.’ Although Dr. Grigg did not pro- 
fess to be an expert in reading x-ray plates, 
he nevertheless indicated clearly at the trial 
his perception of the fact that the plate show- 
ing the plaintiff’s leg did not show the lower 
ends of the leg bones or the ankle joint. 


“The plaintiff’s theory of the case rested 
squarely upon the proposition that Dr. 
Grigg’s mistaken diagnosis and improper 
treatment of her injuries were induced by his 
justifiable but erroneous belief that an x-ray 
plate of the plaintiff’s ankle had been taken. 
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If it were established as a fact that before 
the plaintiff left the hospital and before any 
treatment had been given to her ankle, Dr. 
Grigg examined the plate and thus learned 
that the ankle was not included therein, the 
foundation, of the plaintiff’s case would be de- 
stroyed. Under such circumstances it could 
not reasonably be found that this subsequent 
treatment of her at the hospital or her pre- 
mature discharge therefrom or his assur- 
ances to her that her injury consisted only of 
a sprain were based upon an assumption by 


him that an x-ray plate of the ankle had been. 


taken. 


“The full responsibility for a proper diag- 
nosis and treatment of the plaintiff’s injuries 
rested upon Dr. Grigg: as the surgeon in 
charge of her case. As the trial court cor- 
rectly charged the jury: ‘It was the duty of 
Dr. Grigg as the attending physician to do 
what reasonable care required to ascertain 
that the x-rays which Dr. Almond interpreted 
were x-rays of the portion of the body to 
which he suspected a fracture.’ If, in conse- 
quence of the verbal report which he received 
during the night following the plaintiff’s ad- 
mission to the hospital and his assumption 
that an x-ray picture of the ankle had been 
taken, he had come to the conclusion that the 
plaintiff was suffering only from a sprained 
ankle, and if his subsequent examination of 
the plate demonstrated that the ankle was not 
shown therein, then his legal duty to use due 
care, coinciding with his professional duty, 
demanded that he consider his original diag- 
nosis in, the light of the true facts, and a con- 
clusion that his subsequent treatment of the 
plaintiff’s ankle was still based upon the as- 
sumption that an x-ray picture of it had been 
taken could not reasonably be entertained. 


“Under such circumstances the case would 
present itself merely as one in which a physi- 
cian knowingly undertook to treat an ankle 
injury without the benefit of an x-ray of the 
joint. This was his responsibility not that of 
the hospital. If he had felt the need of other 
x-rays it is plain that he could have had them 
upon request. 


“Somewhat similar considerations apply to 
the defendant’s nineteenth request for in- 
structions, which was as follows: ‘19. If Dr. 
Grigg received a written report of what the 
x-ray showed within a week or ten days after 
it was taken and filed it without examining 
same and did not notify plaintiff or her physi- 
cian that the x-ray did not show the ankle, 
his conduct was careless and was the cause 
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of the injury for which the hospital is not 
liable.’ The evidence was uncontradicted that 
within a few days after the plaintiff left the 
hospital, the following typewritten report 
was sent to Dr. Grigg: ‘Mrs. Robert Welch. 
Radiographic examination of the left knee 
and upper 3/5 of the leg shows no evidence 
of injury from a roentgen standpoint. Signed, 
Harry M. Almond, M.D., Frisbie Memorial 
Hospital.’ 


“With reference to this report, Dr. Grigg 
testified upon cross-examination as follows: 
‘Q. And you didn’t pay any attention, to the 
report that came in a week later? A. As the 
patient had been sent home when the report 
came in, I put it in my file without making a 
study of it. * * * Q. Did you write a letter 
or get any word to her in any way that the 
record of the hospital was different from 
what you had understood it to be previously? 
A. Obviously not. I explained to her that the 
x-ray report showed that she had no fracture 
and that she must be under the care of her 
family physician when she got home.’ By 
this and other portions of his testimony, Dr. 
Grigg clearly indicated his belief that his 
responsibility for Mrs. Welch’s case termi- 
nated when she left the hospital. Clearly this 
was not so. Having taken charge of the case, 
it was his legal duty to use reasonable care 
to assist her recovery as long as his attention 
was reasonably necessary for that purpose or 
until his services were finally dispensed with. 
.. . We have no doubt that as long as the 
plaintiff’s recovery continued to be dependent 
upon the accuracy of Dr. Grigg’s diagnosis, 
his duty of care persisted. Having informed 
the plaintiff of his diagnosis, and directed her 
to call on her own physician, he must have 
realized that the results of his diagnosis 
would be projected a considerable distance 
into the future. If he subsequently received 
information that the assumed basis of his 
diagnosis was lacking, a finding that due care 
required that notice thereof be sent to plain- 
tiff would be a proper, if not a necessary, 
conclusion. 


“If it be conceded that the first report of 
x-ray examination made to Dr. Grigg was 
erroneous and misleading and that the de- 
fendant was responsible therefor, it does not 
follow that the defendant was thereby 
charged with an inescapable liability for all 
the sequelae thereof. If would be an unduly 
harsh rule of law to say that an error of this 
kind could not be corrected, and by analogy 
to the law of deceit, we think it is plain that 
the defendant had the privilege, as well as 
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the duty of, correcting any such error by 
exercising due care to disclose the facts to the 
recipient of the misleading statement. ... 


“If the jury in the present case was satis- 
fied that the above report to Dr. Grigg was 
adequate to correct any previous misconcep- 
tion on his part, it might be found that the 
defendant had performed its whole duty and 
that the chain of causation between the initial 
fault of the defendant and the subsequent 
treatment of the plaintiff’s ankle had been 
broken, and for damages subsequently sus- 
tained the defendant would not be liable. We 
think that the jury should have been in- 
structed to this effect and that it was error 
to ignore completely the defendant’s nine- 
teenth request.”’ 


Upon these facts, it was clear that the jury 
should have been fully instructed as to the re- 


sponsibility, not only of the hospital, but also as: 


to the responsibility of the attending physician. 
Under the state of the proofs, and with the in- 
structions which were given, the jury was free to 
conclude that the hospital was responsible alone 
for the mistake of its technician, and that all 
events subsequent to that mistake were also its 
fault. To permit the case to go to the jury as it 
did, the trial court ignored the principal defense 
of the hospital. 


a — 


Whether Hospital Liable for Negligent 
Administration of Drug 


Steinert v. The Brunswick Home, 16 N. Y. S. 83 
(Supreme Court, Nassau County, New York) 


This was an action by the administrator of a 
deceased patient to recover damages for the pain 
and suffering of the decedent, and to recover for 
medical expenses incurred in the treatment of 
injuries sustained by the deceased as a result of 
the alleged negligence of an attending physician 
and an employee of the home. Defendant’s motion 
to set aside a verdict in favor of the plaintiff was 
granted. 


The evidence disclosed that the deceased had 
employed a physician to treat him in the defend- 
ant home. This individual directed a nurse in the 
employ of the home to prepare a solution of 


cocaine for injection into the urethra of the 
decedent. Instead of cocaine, the nurse prepared 
a solution of sodium hydroxide, resulting in stric- 
tures of the urethra of the patient upon injection. 
The patient died some months later from causes 
other than the injection of the sodium hydroxide. 


In discussing the aspects of liability, the court 
said: 

“A hospital, whether charitable or private, 
is immune from liability by reason of the 
negligence of its doctors or nurses with re- 
spect to any matter relating to the patient’s 
medical care and attention... . 


“A hospital is not exempted from liability 
simply because it is a charitable institution. 
The exemption follows because of the nature 
of the hospital’s undertaking to its patients. 
‘Such a hospital undertakes, not to heal or 
attempt to heal through the agency of others, 
but merely to supply others who will heal or 
attempt to heal on their own _ responsi- 
bitty.’ ... 


“The action of the nurse in preparing the 
solution upon orders of the physician was not 
in discharge of administrative duties to the 
hospital. ‘The acts of preparation imme- 
diately preceding the operation are necessary 
to its successful performance, and are really 
part of the operation itself. They are not 
different in that respect from the administra- 
tion of the ether. Whatever the nurse does in 
those preliminary stages is done, not as the 
servant of the hospital, but in the course of 
the treatment of the patient, as the delegate 
of the surgeon to whose orders she is sub- 
ae 


There is but little question that the nurse here 
was negligent in failing to ascertain that she was 
using the proper solution. Failing that, the hos- 
pital was negligent in its failure to have its bottles 
properly labeled. However, the court considered 
that the nurse, in carrying out the orders of the 
physician, was acting as the employee, or agent 
of the physician, and not of the hospital. Conse- 
quently, the hospital could not, upon such reason- 
ing, be held liable. 





$3.00 a year. 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to HOSPITALS is $2.00, and is included in the payment of 
annual dues for each institutional and personal member of the Associatioa. Members may 
order additional subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to those who are not members of the Association is 


Single copies may be secured for 30 cents a copy. 





— 





HOSPITALS 





Eighth Annual Institute for Hospital Administrators 


Chicago, August 28 to September ||, 1940 


stitute for Hospital Administrators con- 

ducted for the past eight years by the 
American Hospital Association on the campus of 
the University of Chicago has been the confer- 
ences for the discussion of individual problems. 


O: of the interesting features at the In- 


This year, for the first time, conferences with 
administrative officers or heads of departments 
from local hospitals have been given a place on 
the afternoon program. Two conferences will be 
held each afternoon for limited groups who feel 
the need for specific information to help solve 
some individual administrative problem. These 
conferences may be chosen in place of one of the 
field trips. They will be of special value to regis- 
trants who have attended the Institute in previous 
years and desire more intensive work along special 
lines. 


The following is the list of conference leaders 
and the subjects on which they will be prepared 
to discuss: 


Administrative Practices 
Asa S. Bacon, Superintendent, Presbyterian Hospital 


Anesthesia 
Charles J. Betlach, M.D., Anesthetist, Cook County 
Hospital 

Business Methods 
Albert H. Scheidt, Associate Director, Michael Reese 
Hospital 

Education and Training for Hospital Executives 
A. C. Bachmeyer, M.D., Director, University of Chi- 
cago Clinics 

Food Service 
Beulah Hunzicker, Chief Dietitian, Presbyterian Hos- 
pital 

Gas Therapy 


M. Herbert Barker, M.D., Assistant Professor of 
Medicine, Northwestern University Medical School 


Hospital Planning; Construction; Air Condition- 
ing; Maintenance; Other Physical Aspects 
William H. Walsh, M.D., Hospital Consultant 
Hospital Standardization Problems 
Earle W. Williamson, M.D., Assistant Director, Ameri- 
can College of Surgeons 
Housekeeping and Linen Control 
Mildred Page, Executive Housekeeper, Henrotin Hos- 
pital 
Internships and Residencies 
William D. Cutter, M.D., Secretary, Council on Medi- 
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cal Education and Hospitals, American Medical Asso- 
ciation 

Legal Problems as Affecting Hospitals 
Henry Caldwell, Chicago; Attorney 

Medical Records 
Edna K. Huffman, R.R.L., Director, School for Medi- 
cal Record Librarians, Grant Hospital 


Medical Social Service 
Mary M. Maxwell, Executive Secretary, American As- 
sociation of Medical Social Workers 
Medical Staff Problems and Professional 
Accounting 
Thomas R. Ponton, M.D., Editor, Hospital Manage- 
ment 
Nursing Problems 
Lenore Tobins, R.N., Chief Nurse, Research and Edu- 
cational Hospitals 
Operating Room Management 
Sister M. Delphine, R.N., Supervisor, Surgical Depart- 
ment, St. Joseph Hospital 
Out-Patient Department 
Babette S. Jennings, Director of Social Service and 
Dispensary, Children’s Memorial Hospital 
Pathological Service 
Josiah J. Moore, M.D., Clinical Pathologist 
Personnel Management 
George Peck, Personnel Director, Michael Reese Hos- 
pital 
Pharmacy 
Frances Douglas, R.Ph., Pharmacist, Augustana Hos- 
pital 
Physical Therapy and Occupational Therapy 
John S. Coulter, M.D., Associate Professor and in 
Charge of Physical Therapy Department, North- 
western University School of Medicine 
Public Relations 
Alden B. Mills, Managing Editor, The Modern Hos- 
pital 
Purchasing 
Nathan W. Heiman, C.P.A., Office Manager, Mount 
Sinai Hospital 
Utilities and Maintenance 
David Patterson, Chief Engineer, West Suburban 
Hospital 
X-Ray Service 
Maximilian J. Hubeny, M.D., Director, Department of 
Roentgenology, Cock County Hospital 


Attendance at the Institute for Hospital Ad- 
ministrators should stimulate thinking about new 
and progressive methods of service and should 
help to solve many procedure problems which time 
and habit have established as “necessary routine.” 


The general outline of the program for the 1940 Institute for 
Hospital Administrators conducted by the American Hospital 
Association in Chicago was published in the March issue. 
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Need of Cooperation Between the Medical Staff 
and the Hospital Governing Body 


FREDERICK J. WAAS, M.D., F.A.C.S. 


a great extent if the governing body of the 

hospital puts forth a conscientious effort to 
meet the requirements of the American Medical 
Association, and the American College of Sur- 
geons. Similarly, the members of the medical 
staff, who should be cognizant of these require- 
ments, can do their part in the matter of stipu- 
lated pathological and case discussion, thoroughly 
and carefully prepared case records, and the en- 
couragement of obtaining necropsies. 


Te standards of a hospital can be elevated to 


The Governing Body and the Staff 


Close cooperation and general understanding 
between the governing body and the medical staff 
are very important factors in promoting efficiency 
in the handling of the sick and injured. The gov- 
erning body has a responsibility to the commu- 
nity in furnishing the physical equipment that is 
necessary to fulfill a definite diagnostic armamen- 
teria, such as the furnishing of definite labora- 
tory equipment, x-ray equipment, and other diag- 
nostic appurtenances. 


In addition to furnishing the physical equip- 
ment, the governing body assumes the responsi- 
bility of providing nursing personnel when needed, 
of furnishing technicians in the various depart- 
ments to safeguard the patient from a diagnostic 
standpoint, and of obtaining specially trained 
record clerks to facilitate the maintenance of good 
records. 


The Office Personnel and the Staff 


When a member of the medical staff sends a 
patient to the hospital he has every reason to 
expect that the patient will be received with cour- 
tesy and consideration. The office personnel, 
which really has the first contact with a patient, 
should be thoroughly trained in the art of con- 
tacting patients, giving them assurance and over- 
coming the fear that many have upon entering a 


Presented at the Southern Sectional Meeting of the American 
College of Surgeons, New Orleans, Louisiana, January 17, 1940, 
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hospital, in other words, care should be exercised 
in building up the mental stability of the patient 
who is entering the hospital for the first time. 


The mistake is often made of having one of 
the office personnel, the bookkeeper or the tele- 
phone operator, contact the new patient and ad- 
mit him to the hospital. During the interview 
they may be disturbed by telephone calls or an- 
noying details in connection with the office routine 
and the patient fails to receive the proper atten- 
tion. This, to my mind, is a point in favor of 
the hostess or admission clerk, who should be 
specially trained in the art of handling patients. 
The first impression one gets on entering the hos- 
pital is lasting. One is impressed with the co- 
operation of the personnel of the hospital, the 
general atmosphere, the demeanor of the superin- 
tendent, and some are very markedly impressed 
with the attitude of the medical staff with whom 
they come in contact. 


Visitations to Patients 


It is an excellent plan for the superintendent 
of the institution to visit patients several times 
a week. It gives the patient confidence, and em- 
phasizes in his mind that the hospital representa- 
tive has a definite personal interest in his recov- 
ery. I might say, in this connection, that where 
visiting patients is not possible in some of our 
larger institutions, the same duty could very 
easily be delegated to the supervisors on the dif- 
ferent floors. Patients like to feel they are not 
merely a number, and they appreciate it when 
any of the personnel of the hospital shows per- 
sonal interest in them. One must remember that 
the patient’s reactions to a hospital operate for 
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or against the hospital. One must never forget 
that patients talk over their illnesses and the care 
they received with their friends in every walk of 
life, and the hospital is due for either praise or 
condemnation. 


The Qualifications of Staff Members 


To promote mutual understanding and full co- 
operation between the governing body of the hos- 
pital and the medical staff, it is absolutely essen- 
tial that the medical staff be organized. The rules 
for staff organization which are followed gener- 
ally are familiar to all of us. If there is any 
question relative to medical staff organization, I 
take great pleasure in referring you to Dr. Pon- 
ton’s new book, “The Medical Staff in the Hos- 
pital.” 


For the sake of emphasis I would like to men- 
tion how important it is that staff appointments 
should be given serious consideration. One of the 
outstanding requirements for being a member 
of any medical staff should be loyalty to the in- 
stitution which he serves. He should have a 
definite interest in the hospital, should think along 
cooperative lines, should be of ethical standing 
in the profession and community, should be vitally 
interested in the welfare and recovery of his pa- 
tients; should show evidence of having perfected 
himself along the lines of ability and in the ap- 
pointment that is being considered—whether he 
be specialist or specially trained for the line in 
which he is particularly interested, and in which 
the governing board is also interested from an ap- 
pointment standpoint. 


Our Executive Staff 


We have found it a good plan to have the ex- 
ecutive staff composed of the officers of the of- 
ficial staff, two members of the Board of Gov- 
ernors, and two members of the official staff ap- 
pointed by the Board of Governors. This ex- 
ecutive staff acts as a liaison between the regular 
staff and the Board of Governors. Two members 
of the Board of Governors attend all staff meet- 
Ings. As a result, they are very closely acquainted 
with all medical problems, and many times the 
Board of Governors familiarizes the staff with 
administrative problems, which stimulates a very 
close cooperation and understanding between the 
medical staff and the administrative staff. 


The staff should be aware of the ratio of nurses 
to patients, and the adequate spacing of nursing 


ce 


service, that they may be guided in their expec- 
tation of service to their patients. 


Responsibility of the Medical Staff for 
Education and Training 


The members of the medical staff should always 


__ be willing to cooperate in the education and train- 


ing of the interns, and in teaching in the nurses’ 
training school, and they should do a certain 
amount of research work. They should be inter- 
ested in self education, endeavoring to keep up 
with the strides of medical advancement, which 
necessitates following medical, surgical, and hos- 
pital literature very closely. 


Keeping the Staff Advised of the Hospital’s 
Financial Condition 


Many hospitals suffer from misunderstanding 
or misinterpretation of its policies by the medical 
staff more from lack of correct or necessary in- 
formation than lack of desire to cooperate. Full 
realization of a financial condition prohibiting 
fulfillment of the desire of the medical staff for 
certain equipment or personnel often avoids dis- 
satisfaction on the part of the medical staff with 
the operation of the hospital caring for their 
patients. 


If the spirit is willing cooperation becomes easy. 
As an example—we were in need of another op- 
erating table, and the administration was willing 
to get a table which did not seem to be in keeping 
with the equipment of the hospital and was not 
agreeable to the surgical department. A table was 
recommended which the administration felt was 
prohibitive in price. The head of the department, 
after consultation with the administration, asked 
for the privilege of soliciting members of the sur- 
gical staff for contributions toward the purchase 
of a special type of operating table, one which we 
felt would fit in with our present equipment. This 
privilege was granted. Now, emphasizing the im- 
portance of having satisfied patients, the depart- 
ment head at that time was visiting a patient and 
mentioned to him the story of the table. He, being 
very philanthropically inclined, immediately made 
a very nice contribution towards the purchase of 
this table; his contribution was matched by mem- 
bers of the surgical staff, and in less than a week 
the entire amount necessary was appropriated, 
without any funds from the administration de- 
partment. I think this is very outstanding, and 
it was one of the easiest undertakings ever at- 
tempted. 
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How Should the Out-Patient Department 
Be Administered and Financed? 


A. J. HOCKETT, M.D. 


of out-patient departments will vary to a con- 

siderable degree in every community. This 
variation will depend upon the following factors: 
the size and geographical location, of the city in 
which it is located; the size and character of the 
hospital; the qualifications of the staff; the type 
of patients; and the number of visits per year. 


Te: administration and financial management 


Any attempt to standardize procedures for all 
departments will obviously fail to meet the re- 
quirements of each and every community. We 
will therefore attempt to analyze the set-up of an 
out-patient department such as might be found 
in every size city where it is expected that there 
will be received during the course of a year ap- 
proximately 50,000 visits. 


Admissions 


In this theoretical clinic which we are discuss- 
ing, all new patients will be seen upon admission 
by a member of the social service department who 
will make a complete investigation in regard to 
the patient’s finances. It is usually found to be 
practicable to operate an out-patient department 
in connection with a general hospital both on a 
free and part-pay basis which will be determined 
in accordance with this preliminary investigation. 
An income of $23.00 per week for a couple, and 
$3.50 for each minor dependent has been found 
to be a reasonable income to be used as a guide 
to determine whether the patient should be ad- 
mitted to the clinic and whether the patient should 
be required to pay a fee or should be referred to 
private medical practitioners. In addition to the 
income and the size of the family, the following 
facts should be ascertained: unemployment; dura- 
tion of illness; type of illness; previous expenses; 
and cost of treatment for the patient disabled for 
which relief is sought. Ordinarily the city direc- 
tory and the telephone directory can be used to 
check on the information given. Some cases must 
be investigated further through the usual credit 
sources when there is any doubt as to their finan- 
cial status. 
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Careful survey in one clinic on this basis dur- 
ing the period of one year reveals pertinent rea- 
sons for refusing admittance to 34 per cent of the 
total applications. It is felt that careful surveys 
of this type will lead to a better understanding 
between the hospitals operating out-patient clinics 
and organized medical groups who have occasion- 
ally criticised clinics in some communities. An- 
other reason for such a survey will be for the 
elimination of duplication of work between other 
clinics operating in the same community. In the 
operation of a part-pay clinic, the following classi- 
fication may be found to be of some value in order 
to determine what part of the cost of treatments 
should be borne by the patient. These might be 
classified into four groups: (a) those able to pay 
the clinic fee of 25 cents and the actual cost of 
drugs or material used; (b) those able to pay the 
admission fee and to pay part of the cost of drugs 
and supplies; (c) those able to pay the admission 
fee but unable to pay anything for their treat- 
ment; (d) those unable to pay either the admis- 
sion fee or the cost of treatment. 


Such classification worked up by the admitting 
department will enable other interested depart- 
ments in the hospital, such as, x-ray and labora- 
tory, to quickly determine the possibility of charg- 
ing the patient in regard to any procedure of 
diagnoses or treatment. 


Medical Examination 


The next step in admission of the new patient 
should be a preliminary medical examination. In 
a great many instances the time of both the pa- 
tient and the staff is wasted where no orderly rou- 
tine has been established for the development of 
preliminary diagnosis as to the patient’s condition. 
It has been found that the out-patient department 
operates much more efficiently if there is estab- 
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lished a special service under the direction of a 
physician to work up a preliminary history and 
physical examination before any assignment is 
made to a specialized clinic. This work may be 
advantageously carried out by a resident physi- 
cian or an intern or both and may constitute a 
valuable part of the training of men, especially 
those who intend to do general practice or in- 
ternal medicine. The physician in charge of this 
work should be authorized to order preliminary 
laboratory examinations that may obviously be 
necessary before any attempt at diagnosis can be 
made. It should also be the duty of this de- 
partment to see that the patient is steered into 
the proper channels for further study. This often 
obviates many visits and decreases the actual cost 
of the treatment of the patient. Under this ar- 
rangement it is quite simple to establish an ap- 
pointment system in the operation of the depart- 
ment which will eliminate a great deal of confusion 
which exists in almost all clinics operating with- 
out an appointment system. The possibility of 
neglecting urgent and emergency cases under an 
appointment system is obviated where prelim- 
inary surveys are made. It has been found pos- 
sible to operate an appointment system under this 
regime where visits may run as high as 500 per 
day. 


Specialized Clinics 


In these days of specialization there is always 
the problem as to how far we should go in the 
operation of the out-patient department towards 
following the present day trends. Many men feel 
the most important clinics, namely, medicine and 
surgery, have been robbed of much of their value 
due to over specialization. It has been facetiously 
said that we may come to the day when it will be 
necessary to maintain separate clinics for diseases 
of the right tonsil as compared to the entire group 
of afflictions which may involve the left tonsil. 
Nevertheless, advances in modern medicine is 
making it more and more difficult for general clin- 
ies in medicine and surgery to encompass the en- 
tire field and we must look to some middle field 
In order that we will not lag behind and that we 
can keep up with scientific progress. It is now 
generally accepted that the following specialized 
clinics should be established in order that a com- 


plete program pertaining to health may be in- 
stituted. 


Pneumothorax Clinic: All hospitals operating 
an out-patient department should be forwarding 
the aims and ideals of modern preventive medi- 
tine. The clinic dedicated to the control of tuber- 
culosis through the use of pneumothorax in se- 
lected cases ig important. Many of these patients 
are ambulatory due to the fact that there is com- 
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monly an insufficient number of beds for the 
proper systematized care of those suffering from 
this disease. With the establishment of pneu- 
mothorax clinics the public health menace, which 
is so important a factor, may be eliminated and 
prognosis of the disease may be favorably af- 
fected. Early diagnosis in the general medical 
clinic and appropriate therapy in the specialized 
clinic represents a method toward meeting a seri- 
ous public health and financial problem. Rehabil- 
itation of the individual and his early return to 
work are proper aims to be accomplished. 


Syphilis Clinic: Control of syphilis is impor- 
tant in cooperation with the national campaign 
now being constantly waged toward the complete 
eradication of this disease. Early diagnosis and 
adequate treatment should be stressed. The pa- 
tients referred to this clinic should be immedi- 
ately placed under the complete charge of the 
directing head of this department. This clinic 
is often used merely as a consulting clinic with 
the result that patients often fail to receive proper 
treatments because they are left in charge of the 
clinic from which they originate. This clinic 
should, wherever possible, have the aid of a full 
time trained social service worker, and intensive 
follow-up work in coperation with the City Health 
Department and other interested agencies should 
be carried on. 


Fracture Clinic: Because of the fact that am- 
bulatory fracture cases ordinarily originate in the 
emergency department, and are often treated by 
anyone available at the time of the accident, it 
has been found feasible in the interest of more 
efficient management to assign one or two periods 
a week to the after care of fractures under the 
direction of men who are specialists in this type of 
work. By this means the responsibility for the 
care of fractured cases is immediately centralized. 
The patients are seen by appointment and the 
administrative head of the hospital is able to 
designate a particular person to assume the re- 
sponsibility of answering any questions, criti- 
cisms, or complaints which so commonly come in 
connection with this type of work. 


Allergy Clinic: Allergy has come to take its 
place as a recognized specialty in the majority 
of clinics rather than as a part of the general 
medical clinic. In geographical areas of the coun- 
try where a high pollen count is common, it has 
often been found that demands for the care of 
these patients exceeds in number those of any 
other department. Advances in this field are be- 
ing made at a rapid rate and the establishment of 
such a clinic represents another link in the health 
program of the hospital. 


Diabetic Clinic: Diabetes is quite commonly 
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considered as a function of the general medical 
clinic. So many special problems arise in the 
treatment of patients suffering from this disease 
that scheduled: specialty clinics will be found of 
considerable value. Arrangements should be 
made, if possible, for providing insulin to those 
who are unable to afford the cost of the drug. 
The dietary department of the hospital should 
send a representative to each clinic in a consult- 
ing capacity in order to help the physician and 
the patient in the day to day problems of diet 
control. Social service facilities should be avail- 
able. The problems of the diabetic patient usu- 
ally involve a great deal of self-education over a 
period of months or years and only with the close 
cooperation of these service departments can such 
a program be carried on. 


Maternity Clinic: In addition to the usual ob- 
stetrical problems, the maternity clinic may offer 
a program of “home delivery service’ for the 
indigent, especially in those communities where 
mid-wifery flourishes and where maternal mor- 
tality figures are high. Such a home service 
should have available clinic facilities for prenatal 
and postnatal care. 


Well Baby Clinic: Having established a home 
delivery service the necessity for a well baby 
clinic should not be overlooked. These mothers 
should have the benefit of competent professional 
advice from the pediatric staff, social service as- 
sistance in regard to home problems, and a com- 
petent hospital care in the case of actual illness. 


Finance 


The out-patient department of the hospital 
should never be considered as an income produc- 
ing department. All out-patient clinics doing an 
effective piece of community work will be found 
to operate at a financial loss. In the operation of 
clinics where the charge of 25 cents per visit is or- 


dinarily made, collections average about 25 cents 
for every two patients admitted. About 50 per cent 
of the admitted patients will be able to pay the 
actual cost of their prescriptions, x-rays, and lab- 
oratory work if a separate cost schedule is ar. 
ranged for them. Collections for home delivery 
service have been found to average approximately 
$4.50 per patient. 


The out-patient department of the hospital 
places a financial burden upon the endowment 
funds of the hospital unless a separate endow- 
ment is provided. The work done and the results 
accomplished benefit the entire community and as 
such the community should take part either 
through official agencies or through quasi-public 
organizations in extending such financial aid. It 
should be the duty of the hospital through a 
trusty committee or public relations, to acquaint 
the community with the work that is being done 
in our out-patient clinics. If no studied attempt 
is made along these lines, funds will not be made 
available and the hospital will suffer, both from 
the standpoint of public and from the standpoint 
of actual financing. If funds are available through 
private philanthropies, it may become a self-sus- 
taining one and through continued expansion may 
take a more and more active role in the problems 
of community health. 


The actual foot work in the clinics should be 
carried on by volunteer workers drawn from social 
organizations and from those organizations inter- 
ested in civic activities. Such work relieves, toa 
great extent, the labor load of the clinics and, in 
addition, may well act as a nucleus towards the 
development of a program of public education in 
clinic work. Thus, the financing of the clinic be- 
comes the problem which involves the endowment 
funds of the hospital, the individuals of the com- 
munity, the interests of governmental agencies 
and becomes a part and parcel of the day to day 
civic life of the city in which it is located. 





‘ 


A New Convalescent Home 


Mrs. Anna Magee, last surviving member of a 
Pennsylvania coal baron’s family, who died in 
1923, left a $600,000 endowment for a convales- 
cent home where the sick poor can receive care 
free of cost. This endowment has increased 
largely, which makes possible the erection of the 
institution on a fifteen-acre tract of land over- 
looking Fairmount Park. On this site a 100-bed 
institution. will be erected which will minister to 
patients “without regard to sex, color, nativity 
or religion.” Under terms of the will, children 
under fourteen years of age are excluded because 
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of the number of places located in the city al- 
ready providing for them. 





New X-Ray Department Made Possible by 
a Hospital Chaplain's Bequest 

The Rev. Daniel J. Sheehan, late chaplain of 
St. Mary’s Hospital, Orange, New Jersey, who 
died on March 1, 1939, after serving the hospital 
for eighteen years, left the hospital a sum of 
$10,000 for the installation of a complete, new 
x-ray department. 
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Hospitals and Cancer 


C. C. LITTLE, ScD. 


hospitals toward the cancer problem remained 

on the plane of pessimism which was due to 
the almost universally fatal outcome of the dis- 
ease. In the past ten or fifteen years this situation. 
has been changing with startling and encouraging 
rapidity. Improved methods of diagnosis and 
treatment have enabled departments and clinics 
at hospitals to detect early cancer and to cure it 
in a steadily increasing proportion of cases. This 
has subconsciously changed the attitude of the 
profession to such a degree that today cancer is 
no longer viewed as a hopeless disease which leads 
to nothing except discouragement and disaster. 


Pi: a great many decades the attitude of the 


The Evils of Quackery 


Not only have diagnosis and treatment im- 
proved greatly, but the efforts of the American 
Medical Association to combat quackery in the 
cancer field have resulted in a much happier and 
more intimate relationship between organized 
medicine and the patient. The public has begun 
to develop a wholesome distrust of “quacks” who 
formerly preyed upon it by thousands, and has be- 
come aware of the fact that the legitimate medi- 
cal profession is its one and only hope in the case 
of cancer. 


There has also been a tremendous organized 
effort to educate the public and to inform it of the 
signs and symptoms that may mean cancer. This, 
coupled with instructions and encouragement as 
to how to obtain adequate physical examinations 
at regular intervals, has done a great deal to 
counteract the unreasoning fear which was the 
partner of death in so many tragic cases. 


The American Society for the Control of Can- 
cer, through its Women’s Field Army, now has 
more than fifty divisions working throughout the 
United States to spread this attitude of coopera- 
tive warfare against the disease. Tens of thou- 
sands of women are working as volunteers to 
Spread information to hundreds of thousands of 
their fellow citizens so that by the combined 
efforts of all interested the death rate may 
eventually be lowered. 
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@ C. C. Little is Managing Director of the 
American Society for the Control of Cancer, 
New York City. 





The American College of Surgeons by its ex- 
tremely intelligent and well-organized plan of rais- 
ing hospital standards and certifying those insti- 
tutions that meet them has contributed very 
largely to increasing the public confidence in hos- 
pitalization. This is an absolutely essential link 
in the process of controlling cancer. Without it, 
delay, which is always serious and often fatal, 
would occur with increasing rather than decreas- 
ing frequency. 


The “Follow-Up” 


There is another all-important phase of cancer 
control concerning the need of which many hos- 
pitals are still in ignorance. This is the whole 
problem of “follow-up.” In no other disease is it so 
necessary to obtain and record the life history of 
those who have been subjected to different types 
of treatment. Nowhere in the world today, is 
there an adequate body of data on which accurate 
conclusions concerning the value of detailed types 
of treatment can be based. This is an extraordi- 
nary and unfortunate situation. It is also one 
that is not hard to explain or understand. The 
problem of following up individuals over a long 
period of time is one which does not appeal to the 
qualities of youth and impatience which have 
played such a large part in the development of 
modern America. Because as a nation our nat- 
ural resources in material things and in personnel 
have been so great we have been careless and 
wasteful about both. We are now, however, he- 
coming more mature and are finding that in the 
long run a policy of conservation and patience 
will pay larger dividends than the careless atti- 
tude which was our common habit in earlier times. 


There are today perhaps a score of problems in 
cancer research involving clinical aspects of the 
disease which are either at a standstill or cannot 
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be organized because of the absence of adequate 
data on what becomes of patients after treatment. 
One of these may be mentioned as an example. 


We know today that, in laboratory animals, re- 
moval of the ovaries even after the individual has 
reproduced young will materially decrease the 
chance of that individual’s forming cancer of the 
breast. The question naturally arises as to 
whether the same fact holds true in the case of 
human beings. There are a good many thousands 
of women in the United States whose ovaries have 
been removed surgically at various hospitals. It 
would be a matter of prime importance to follow 
the life history of these women to find out whether 
breast cancer occurred less frequently among 
them as a group than it did in a general population 
of similar age. 


The American Society for the Control of Cancer 
started to make such a study some years ago, but 
was obliged to discontinue it due to the absence 
of funds. It seems amazing that when a few 
thousand dollars annually could organize a co- 
operative effort to provide such important data, it 
is not possible to obtain them. 


This is but one example of the type of problem 
which must eventually be solved and which shows 
beyond any question that in the future the hos- 
pital will play an increasingly important rdéle in 


adding to our knowledge concerning the cause, 
control, and curability of cancer. 


The Necessity for Cooperative Effort 


Since this is the case there is now a challenge 
to the progressive hospital to show its grasp of 
future developments by taking the necessary 
steps to prepare itself for this sort of cooperative 
work, so as to be ready when the occasion arises, 
It is one of those situations of which we have 
many examples today where understanding, ap- 
preciation of sound values and willingness to co- 
operate are more needed than any great amount 
of time and effort. 


It is to be hoped that the American Hospital 
Association will take steps in the not distant 
future to organize a branch of its members inter- 
ested in preparing hospitals to be adequate labora- 
tories for statistical, clinical research in the field 
of cancer. Without such efforts we must be pre- 
pared to continue in ignorance of many phases of 
this disease which could be investigated profitably 
at the present time. 


The medical profession and the laity have both 
changed their attitude towards the cancer prob- 
lem and are hard at work on it. Let us hope that 
in the near future the organized hospitals will 
join forces with them and by so doing greatly 
increase our chances of ultimate success. 





A Midwestern Hospital 
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Services of American and European Hospitals 


Los Angeles County General Hospital 
ARTHUR S. BAILLIEU 


Editor’s Note—This is the fourth of a series of articles on Great Britain, American, and European 
Hospitals 


Angeles County Hospital was created by the 

increase in population of the county. This in- 
crease had been tremendous, with no correspond- 
ing increase in hospital beds for many years; yet 
the state law required the county to care for the 
indigent sick. Population grew by nearly 1,300,- 
000, or 135 per cent, from 1920 to 1927. 


The excavation of the new building began in 
March, 1927, and construction started in July, 
1927. The corner stone was laid December 7, 
1930, and three years later, December 12, 1933, 
the building was officially opened to receive pa- 
tients. 


T= demand for the new building at the Los 


History 


Additional bed space required was too great to 
be taken care of by an appropriation from the reg- 
ular tax-supplied funds, therefore, a bond issue 
was requested. The first request was for 
$7,000,000. This was in 1922, and it failed to 
pass, but a second attempt, in 1923, was success- 
ful. Bonds were authorized for $5,000,000 to 
cover necessities at the Los Angeles County Hos- 
pital, Rancho los Amigos and Olive View. Ap- 
proximately $3,500,000 of this was used for the 
hospital, nearly $500,000 being used for more 
land. Appropriations made to the building fund 
each year from the general fund to meet addi- 
tional needs. 


It was a big problem to decide upon just the 
best building program, location, etc. So after the 
bond issue was passed the Board of Supervisors 
contracted with the Allied Architects’ Association, 
who appointed a “Jury on Survey” to meet with 
the hospital management and the medical board 
of the hospital, thus making the first connection 
toward an intensive study of hospital necessities. 
In this study various conditions peculiar to Los 
Angeles County had to be considered: 


1 The stupendous increase in population of the 





Information supplied by J. Caden Jenkins, Field Secretary to 
the Hospital. 
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community served. Probably no other hos- 
pital in the country was so over-crowded. The 
daily bed occupancy was running over 100 
per cent nearly all the time. 


2 Hospital not staffed by a medical college, as 
the majority of other similar hospitals are, 
and it was endeavoring to furnish care to its 
patients without paying anything to its at- 
tending staff members. 


3 Hospital is required to care for all types of 
communicable disease cases, which demands 
a special type of housing. 


4 The hospital, being a part of the Department 
of Charities, had to consider as part of its 
policy the permanent rehabilitation of the 
patient, if possible, as an economy measure to 
the county; and this had its influence upon 
the building program. 


Allied architects, with whom the Board of Su- 
pervisors contracted, consists of about 60 local 
architects, headed by Edwin Bergstrom as presi- 
dent. Data furnished these architects from three 
principal sources: 


1 Survey of requirements by hospital manage- 
ment. 


2 Survey of hospital requirements for county 
at large, obtained by Board of Supervisors 
through the employment of two nationally- 
known hospital advisers, Dr. R. G. Brodrick 
of Oakland and Frank Chapman of Cleveland. 


3 A checking of these two surveys by the phy- 
sicians of the attending staff, headed by Dr. 
Fitch C. E. Mattison of Pasadena (now de- 
ceased. He did not live to see the fruit of 
his labors.) 

After a study of the data furnished, the indi- 
vidual architects of the association were asked to 
sketch and outline their ideas of the new building. 
The designs finally adopted and put through to 
completion represent a truly composite architec- 
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tural effort, as shown by the method used to select 
the plan. This was as follows: A meeting was 
held at which the sketches of the individual archi- 
tects were submitted and discussed and a vote 
taken on the relative merits. It was, of course, 
not possible to arrive at a definite conclusion at 
a first attempt, but the procedure was followed 
twice more and, after the third attempt, the pro- 
ducers of the five most popular schemes were ap- 
pointed a “committee of design,” and then the 
work of the actual planning began. ‘The work 
was done in the association’s drafting rooms and 
at intervals the results were referred to the asso- 
ciation as a whole for discussion and suggestion. 
The five men referred to are: Edwin Bergstrom, 
Myron Hunt, William Richards, Pierpont Davis, 
and Sumner P. Hunt. 


A second contract was made by the Board of 
Supervisors with those five men, covering the ac- 
tual supervision of the work, the taking of bids 
and letting of contracts. 

TOTAL COST TO DATE 
From bond issue _ (including 
$495,094.63 for land)........ 


From tax funds to 7/1/33..... $9,321,044.70 
TITISR tO. Bi 27 BS. 6 vie cise ore 9 69,768.35 9,390,813.05 


$ 3,501,825.33 





TODA COST TO-DAPD «oc scices ss 0 $12,892,638.38 
(at 4.89 to £ sterling—£2,636,532) 
There was approximately $65,000 left in the building 
fund to pay accounts coming in day by day. The account 
was closed by 7/1/35. 


Land 


After the bond issue was passed and it was de- 
cided to build the structure or structures on 
ground adjoining the old hospital, a tract of land 
containing 20.35 acres was purchased on the south 
and east of the property already owned. This 
squared off the total property to a tract of 55.91 
acres bounded by Mission Road, Zonal Street, 
Brittania Street and Marengo. The new hospital 
was assigned to the east corner of this tract and 
the ground occupied with its gardens, walks, and 
drives, totals about 20 acres. Some of this 20 
acres is included in the last tract purchased and 
some of it belonged to the hospital property be- 
fore that time. 


General Building Plan 


The building faces northwest, fronting on State 
Street, which has been re-located and passes 
through the grounds, making bus facilities and 
access by automobile possible to the gate of the 


structure. There is a court before the building, : 


flanked on one side by the Patients’ Building and 
on the other (the left) by the Visitors’ Building. 
There are terraces with walks and gardens at the 
front and on the southwest. Much space is taken 
upon the northeast side, where all the gates for 
vehicles are located, with driveways and parking 
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facilities. The southeast side of the building, 
which is really the back, will also look out upon 
gardens, but the excavation is still going on, on 
that side. 


The Patients’ and Visitors’ Buildings are iden. 
tical, being in the form of rectangles, one story 
high, about 100 x 27 feet inside. They conform 
to the general architectural design, fitting in a 
very satisfying way from the architectural stand- 
point. They are connected by an ornamental iron 
fence which passes through the fore-court between 
them, adding to the beauty of the whole effect. 


The building itself is what might be called the 
“step-back modern monumental” style, architec- 
tural effect being secured by mass and surface 
texture, following the theory that strength con- 
stitutes beauty. The strongest materials known 
were used to withstand the abuse of the elements 
and earth shocks in all directions. 


There are 22 separate levels in the building, 
beginning with the first ground floor and ending 
with the surface of the highest roof. The build- 
ing is located on a hill and the result is that from 
various levels entrances are available to three 
separate stories of the building, the basement and 
first and second floors. Proceeding up, the plan 
begins to take form with the third floor. It may 
be described as “‘T” shape in quadruple form, or 
four “T’s” placed in juxtaposition with the arms 
parallel and the legs of the “T’s” forming a 
straight line. The arms of the “T’s” at the front 
are shorter than those at the rear and the others 
are approximately equal. This arrangement has 
the effect of producing one major corridor 
through the building with wings on either side, 
the wings represented by the arms of the “T’s.” 
As you proceed higher in the structure, the arms 
of the “T’s” are omitted one by one, thus eliminat- 
ing the corresponding wings, and the omissions 
occur at irregular intervals. Thus, on the third 
floor there are 8 wings; on the fourth 7; on the 
fifth 6; the next four are approximately the same 
as the fifth. With the tenth the arms at the north- 
west are shortened and they disappear altogether 
on the twelfth. With the thirteenth, all arms 
practically disappear and the crown of the build- 
ing emerges as a simple rectangle. There is a 
constant drawing-in of the body of the plan and 
the crown reaches its minimum perimeter on the 
fourteenth floor. Since the roofs are flat, it can 
be seen that this setting-back of the stories re- 
sults in a great number of roof terraces available 
to the patients from practically any level. 


Access 


Ingress and egress to and from the hospital is 
controlled at the front through the Patients’ and 
Visitors’ Building, the entire fore-court being sur- 
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rounded by walls except where these buildings 
and the ornamental fence or gates are located. 
No other access to the building is possible except 
from Zonal Street, where it is controlled by a 
gatehouse. Ambulances and patients’ cars have 
their own drives through this gate, one for out- 
going and one for in-coming, with court for park- 
ing at the admitting department 100 x 120 feet; 
and the outgoing side of this drive gives access 
to a garage and yard providing space for 17 am- 
bulances. There is another drive from this gate 
for the cars of the attending staff and house staff 
physicians, with space for 151 cars. Another 
drive admits vehicles to the service platform out- 
side the main receiving room where supplies are 
delivered and to a parking space for employees. 
Still another gate controlled by this gate-house 
(through push buttons) is located at the extreme 
eastern corner of the property. This is a “blind” 
entrance, completely disguised, for the use of the 
undertakers’ cars. 


General Inside Assignment of Space 


There are seventy-five wards, almost all of them 
identical, and containing 28 to 34 bed spaces each; 
a few are larger. Normal total bed capacity, 
2,444; using emergency spaces, this can be ex- 
panded to 3,600. Largest bedroom in standard 
wards contains 6 beds; each standard ward has 
four 6-bed rooms, one 2-bed room, two single-bed 
rooms, and an 8-bed enclosed porch. Also utility 
room, examination and treatment room, linen 
room, medicine room, ward kitchen, bath and 
locker rooms and head nurses’ station; these com- 
bined forming a complete nursing unit. All 
wards, surgeries and many other rooms are fin- 
ished with special acoustic plaster to provide 
greater quiet for patients and workers. 


The average daily patient load of the entire 
hospital for the entire year 1934-1935 was 2,491. 
During the infantile paralysis outbreak in 1934 
the total patient population reached 2,900. The 
average patient’s stay in the hospital is 14.5 days. 
An average of about 350 babies are born here 
every month. 


There are 16 major surgeries in this unit and 
four delivery suites in maternity service on the 
eighth floor. There are about 525 physicians on 
the attending staff, giving their services free of 
charge, and about 225 full time physicians on the 
house staff, including resident physicians and in- 
terns. There are approximately 1,650 employees 
in the nursing department, of whom about 335 
are students. The total roster of hospital em- 
ployees numbers about 3,500. 


Numbering System 


Twenty floors, including basement 


Each floor allotted 1,000 numbers 
Each section or wing of floor allotted 190 
numbers 


All similar rooms same number through- 
out building 


Even numbers to right, odd to left, starting 
at front or west end of building; also all even 
numbered wings to right or south and odd to 
left or north. Thus: 8,235 indicates eighth 
floor, 200 wing (south), room 35 (left side) 
left or north. 


General Ward Plan 


The structure is unique because of the few beds 
in each ward, the maximum being eight. Thus 
the patient has almost as much privacy as he 
would in a private-room hospital. The wards are 
combined to make what are called “nursing units” 
and there is one such unit for every 25 to 30 beds, 
divided somewhat as follows: 


3 6-bed wards. .18 beds 
2 1-bed wards.. 2 beds 
1 2-bed ward... 2 beds 
1 3-bed ward... 3 beds 


30 beds 25 beds 


2 8-bed wards. .16 beds 
4 3-bed wards. .12 beds 
2 1-bed wards.. 2 beds 


Having this combination of small wards in one 
unit makes it possible for a nurse to care for both 
men and women in the same ward in separate 
rooms. Many times this saves time for the at- 
tending physicians also and promotes efficiency 
in the care of the patients. 


There are 76 wards of the types referred to in 
the institution. 


Materials Used, with a Few Interesting Figures 


The building is constructed of steel and rein- 
forced concrete, being fireproof in the strictest 
sense of the word, with sprinkler system through- 
out the entire basement. Partitions are of metal 
framing, metal lathed on both sides and plastered. 


Before fireproofing was begun, $1,000,000 
worth of steel was put into the structural steel 
frame. Five hundred thousand tons of reinfore- 
ing steel were used in walls and floors. One mil- 
lion square feet of wire fabric for the floors and 
310,000 square yards of metal lath were used. 


More concrete was poured for this hospital than 
for the Hall of Justice and the City Hall combined. 
Six hundred thousand sacks (30,000 tons) were 
used for the exterior walls, fire walls and floors. 
A new device was used to regulate the pouring of 
the wet concrete, so that all voids were eliminated. 


Forty-three independent contractors were el- 
gaged in the building. 
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Flask hangs straight 
Contents delivered 
may be accurately 


so ae B 100" ‘usvisist 4 Behind solutions in Saftiflasks lie 

_ ———— Fe | years of experience. Cutter, a pro- 
ducer of safe intravenous solutions 
for 43 years, is one of America’s 


oldest biological laboratories. 














when they 
reach you... 
vacuum-sealed. 






The presence of a vacuum tells you 
that the solution is laboratory-pure 
. +. positively protected against de- 
terioration and contamination. 









in use... because 
of the Saftiflask’s 
complete simplicity. 









Just plug-in your injection tubing! 
No loose parts to wash, sterilize and 
assemble. No involved technique with 
resultant multiple sterility hazards. 


Prescribe “in Saftiflasks” 
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and has developed many exclusive 


products that are indispensable in efficient hospital operation. 


AMERICAN regularly catalogs some 8000 items of hospital 


equipment and supplies 


fat] 
ec 
ft] 
oe 
ES 
a 
— 
& 
cus) 
b= 
i] 
an 
= 
ee 
eS 















Wl Grass 


Centrally established here in the Merchandise Mart— 
“World’s largest building”’—-AMERICAN can “give 


and take” in the matter of merchandise shipments with 







a accuracy and dispatch. 


For sixty feet underground, a network of modern 
freight tunnels, trains, trucks and elevators are con- 
tinually bringing in and shipping out the supplies your 
hospital needs. And waiting beneath these tenth story 
4 windows of ours spreads the freight-handling center of 
4 the world . . . endless ribbons of steel and concrete 
— waterways and inland seas —skyways by which 
airplanes will carry serums or emergency supplies 
overnight to any hospital in the United States. 


SAM ODGTE | 


Shipping Convenience is one of several reasons why 
AMERICAN once again has just had to enlarge its 
Chicago facilities, to keep pace with the demands of its 
hospital customers. 


For the basic AMERICAN policy is this—To serve our 
friends in the hospital field as we should want to be 







served—and to ship every possible order the same day 





it is received. 





Whether it be bandages and safety pins, or the complete equipment of a new 
hospital, AMERICAN is prepared to supply your institution promptly, 
economically and with assured satisfaction. When in the market, always consult 


AMERICAN’S Bulletins and Representatives. 


ERICAN 


SUPPLY CORPORATION © xew vom 


Hospitals Buy with Confidence 
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“NEW and NOTABLE” 


Entirely new! An electric motored 
suction apparatus that gives fully 
controlled continuous or intermit- 
tent suction at any point from 0 to 
15 inches of mercury. The new 
Tomac Electro-Gastromatic Suction 
Apparatus is a unit with “a thousand 
uses”. It brings clean, quick, con- 
venient efficiency to relieve one of 
the most distasteful and time-con- 
suming phases of nursing. Ask the 
AMERICAN representative to ar- 
range a demonstration for you. 
* 


A new absorbent padding — CE- 
LOSE — that “has everything”. The 
filler holds many times more liquid 
than the most absorbent cotton, yet 
is not bulky. The top sheet is highly 
absorbent, the bottom sheet com- 
pletely waterproof, so that there is 
virtually no seepage, even when 
under pressure for hours. It can be 
sterilized, too — used for hot packs 
and dressings. Tests will please you; 
and in use you will find that 
CELOSE effects labor economies, 
reduces work and — definitely — 
saves money. Ask about CELOSE. 


* 


Imagine a line of syringes so per- 
fectly made that any plunger fits any 
barrel of similar ce. This is the out- 
standi int of convenience about 
MULTT IT Syringes. All parts are 
completely interchangeable — most 
economical. They save time, save 
cost, are handy to use — and easy 
to reorder. 


To maintain a relative humidity of 
40 to 60%—with all that signifies in 
improved health conditions and in- 
creased comfort — install this Auto- 
matic Humidifier — the PROTEX. 
Low cost, amazingly efficient, en- 
tirely automatic. Derives its 
moisture from the radiator steam 
system. . . No wires, no moving 

arts, no water tanks to fill. Can be 
installed in 10 minutes. At once 
relieves the excessively dry air con- 
ditions that prevail indoors during 
the winter months. Install for test 
now. 

* 


AMERICAN has made exhaustive 
research to provide the finest in hos- 
pital thermometers — accurate, easy 
to read, time and money saving. 
Multiply these savings by the count- 
less times a thermometer is used — 
and you will find an important ad- 
vantage in Tomac Thermometers. 
Ask our representative about them. 


* 
Are you planning to ey 2 or re- 


equip a ward, section or building? 
if so, AMERICAN’S Contract De- 
partment, with its broad experience, 
nation-wide buying contacts and 
shipping convenience, can give you 
a splendid result with a minimum of 
detail work and cash outlay. Write 
us frankly about your equipment 
problem. * 


Oxygen therapy prevents sulfanil- 
amide and su Ranscdarennmen in 
a large percentage of cases. AMERI- 
CAN’S Oxygen therapy equipment 
is distinctive in its features—com- 
plete—economical. Our new port- 
able Oxygenaire and adjustable 
rubberized or transparent canop 
are ideal for the smaller dangle 
Other units to fit every requirement. 





A special acoustical plaster was developed for 
use in many of the rooms, including all operating 
rooms, the ceiling of the corridors, the classrooms 
and auditorium. 


There are no square corners in the buildings 
at bases and ceilings, except in the basement, and 
all doors are made with rounded edges. All door 
frames stop 714 inches above the floors, so that 
no finished steel goes to the floors except the doors 
themselves. The hollow metal swing doors are 
filled with cork and the door frames equipped with 
rubber bumpers to eliminate noise. Almost all of 
the doors are closed by closers concealed in the 
transom bars or in the head frames over the 
doors. 


Windows are all guarded with steel bars fas- 
tened in the concrete forms and a new type of 
window was designed for the hospital. 


Laboratories are equipped throughout with al- 
berine on table and sink tops, this being a form 
of acid-resisting soap-stone. Monel metal tops 
are used in the surgery and the preparation 
rooms. There is a travertine stone base, 35 miles 
of it, with special bull-nose face, designed to pro- 
tect the walls. 


Size of the Building and Fixture Quantities 


Bed capacity with possible expansion to 3,600 if neces- 
sary in time of catastrophe—2,444 

Wards of 25 to 30 beds each, besides enclosed porches 
and roofs—76 

Floor space—31 acres or 1,350,000 square feet 

Linoleum—26 acres 

Space on roofs—5 acres 

Electric conduit—108 miles 

Travertine base—35 miles 

Wire—720 miles 

Piping for plumbing, steamfitting, refrigeration, etc.— 
250 miles 

Plumbing fixtures—3,800 

Windows (not counting skylights) —3,826 

Doors that an adult can walk through—4,850 

Enclosed lockers—5,400 

Cabinets and cupboards—2,500 

Locks—13,000 

Keys, not including those for movable equipment and 
post office boxes—38,000 

Telephones with 13 operators—633 

Clocks—247 

Ventilation fans—50 

Refrigerators, besides the main refrigeration plant—84 

Ice capacity of the ice-freezing tank—15 tons 

Elevators with 57 operators—17 

Food carts—84 

Post office boxes (with 9,980 keys), more than main- 
tained in the post-office of the average city of 10,000 
inhabitants—2,270 

Main stairways with 7 additional going one or two- 
stories—10 

Sterilizers, washers and disinfectors—527 

Sheets used every day—8,000 

Slips—4,400 

Towels—6,000 

Blankets—4,100 
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Kitchen 


This kitchen is reputed to be the largest insti- 
tutional kitchen in the world. The space occupied 
measures 260 by 120 feet and there are over 
10,000 meals prepared here every day. We ven- 
ture to say that this kitchen is also the cleanest 
in the world and we defy the most particular 
housewife to improve upon it. The rooms are 
white tile or concrete and are so clean and free 
from odor that our particular housekeeper could 
(if we dared to say it) serve lunch in any one of 
them to her bridge club without offense, not ex- 
cluding the vegetable-preparation and garbage- 
disposal rooms which are also white tile and are 
scrubbed out with hot water every day. 


The foods served include: 


One ton of meat per day 
(30 to 40 lambs per week) 
(10 to 15 steers per week) 
(1,000 Ibs. bacon per week) 
(1,000 Ibs. ham per week) 

Six hundred gallons of milk per day 

Six hundred loaves of bread per day 

Two hundred pounds of butter per day 

Three hundred dozen eggs per day 

Three hundred quarts of orange juice on doctors’ orders 
per day 

Fifty quarts of tomato juice on doctors’ orders per day 

Two hundred gallons of soup per day 

Two thousand five hundred pounds of chicken or a flock 
of 700 fowl when chicken is served to the whole hos- 
pital (which is about twice a month) 


The equipment includes two stock kettles of 150 
gallons each and three soup kettles of 100 gallons 
each. There are two ovens, one 14 ft. and one 
7 ft. and the hood over the ranges and steam 
kettles measures over 200 ft. long. There are 
huge coffee and cocoa urns and three ice cream 
mixers—20, 40, and 80 quarts respectively. 


There are 84 food carts, new of an unusual de- 
sign, every nook and space having a special pur- 
pose. These are numbered and lined up in their 
special order in the kitchen, supplied with trays 
and dishes in proper order by a crew who work 
with mechanical precision and about 15 minutes 
before meal time the procession begins, when. the 
carts are wheeled from their assigned spaces in 
regular order past the bread counter, the milk 
counter, the soup, vegetable, meat and dessert 
counters, and sent direct to the wards where the 
nurses serve the patients—all within 15 minutes 
from the time the cards leave their stalls in the 
kitchen. 


It is worthy of note that a fine spirit of service 
pervades the kitchen, as is true all over the hos- 
pital, but in the kitchen all the workers seem to 
take special joy in their jobs, from the “butcher 
and baker to the soup and salad maker.” They 
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show a pride in keeping their kitchen the model 
of cleanliness and efficiency that it is. 


The culinary department is furnished with a 
dietitian. who has four trained assistants, all mak- 
ing studies of the diets prescribed and weighing 
and measuring calories according to the doctors’ 
orders. Baby formulas and special diets for the 
young children and for all patients who do not 
receive the house diet are prepared in the kitchen 
under the direction of this dietitian. 


There are special dining rooms for the doctors, 
for nurses and for the other employees. As a 
matter of economy and also to meet recommenda- 
tions from the professional department from the 
sanitation standpoint, table cloths have been elim- 
inated in almost all of the dining rooms; and the 
new tables, which have their tops washed regu- 
larly, set up most attractively. The dining rooms 
for the nurses and doctors have high ceilings, 
reaching two stories. The room for the nurses 
seats 500 and here service is on the cafeteria prin- 
ciple. There is a special dining room for the head 
nurses, but it has not yet been used, the head nurse 
volunteering to receive service with the others at 
the cafeteria. Such is the spirit of the head 
nurses. 


Features of Special Interest 


In the admitting and out-patient department 


there are 19 small examining booths with 5 
stretcher rooms; and in this department there is 
maintained ready for use at any moment an op- 
erating room for emergency use a few steps from 
the entrance—so that emergencies may be taken 
care of adequately without even the slight delay 
of transporting to the operating rooms on the 
upper floors of the building. 


The entire seventeenth floor of the building is 
so located and equipped that it can be furnished 
and operated as a separate hospital and entirely 
isolated from the rest of the institution in case 
of emergency. 


The nursing department, with its 1,330 regular 
employees, 336 of whom are students, has its own 
suite of offices, study rooms, etc. The nurses have 
a private entrance to the building all their own 
direct from the nurses’ home, with ready access 
to the clocks where they record their time and 
make their reports to the nursing department’s 
officers. The space especially assigned to the use 
of the nurses includes two classrooms, each seat- 
ing easily 300; library and reading rooms, study 
hall; recreation and rest rooms for the student 
nurses; laboratory and large diet kitchen. 


There is an auditorium near the nurses’ depart- 
ment but not confined to the use of the 
nurses. All groups in the hospital may use it as 
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AT LAST A COMFORTABLE 


Pillow 


Filled entirely with 


ROYAL FOAM 


a single molded unit of PURE 
all the ordinary filling 
ndividuals are allergic 


[ENTS 
U. S. 


... replacing, with 
WHIPPED LATEX, ; 
materials to which certain t 





WORTH INVESTIGATING 
FOR 11S COMFORT avone: 


Like the mattress, the Foam 
pillow replaces the feeling of 
lying ‘on a surface, with a rest- 
ful “floating” sensation. It may 
be doubled or bunched like any 
ordinary pillow...with the 
added advantage of reshaping 
itself, gently “flowing” to its 
normal contours when released! 














Address Inquiries to 


April, 1940 


U.S.ROYAL 


FOAM 


Reg. U.S. Pat. Off. 


IT BREATHES ...to keep itself 
cool and DUST-FREE! 

Millions of minute connecting 
air pores (over a quarter million 
per cubic inch) produce a self- 
ventilating action through the en- 
tire pillow. This tends to prevent 
dust from lodging on or inside 
the pillow ...a highly desirable 
condition in many allergy cases. 


EASILY STERILIZED! the whole 
pillow may be LAUNDERED! 
The entirely porous texture of 
U. S. Royal Foam permits thor- 
ough cleansing with mild soa 
and water...as well as pce 
complete permeation by steam or 
sterilizing solutions. 


IN USE FOR YEARS in U. S. 
Royal Foam mattresses 

This pillow is a new application 
(not yet announced to the ublic) 
of the same pure ODORLESS 
latex used in our mattresses. We 
have sold many thousands of 
these mattresses... to individ- 
uals as well as to hospitals... 
and there has been called to our 
attention not one case of unfavor- 
able allergic reaction. Thus, until 
there are clinical data on this 
new pillow to justify more spe- 
cific medical claims, we may con- 
scientiously suggest that it is 


HYPO-ALLERGENIC 





UNITED STATES RUBBER COMPANY Mishawaka, Indiana 





the need demands. Services of all denominations 
of churches are held here. It seats easily 750 
persons. 


‘The physiotherapy department is always of 
special interest. The number of treatments runs 
between 700 and 800 per day. This includes light, 
ultra-violet ray, massage, corrective exercises, 
electrical and hydro therapy. Equipment includes 
30 treatment booths, 5 whirlpool baths, 2 treat- 
ment tanks, a large swimming or hydrotherapy 
tank measuring 22 by 36 and holding 31,000 gal- 
lons of water; and a gymnasium measuring 50 by 
37 where all kinds of corrective exercises are 
given for those in need of this type of cure. The 
hydrotherapy tank referred to has connected with 
it a filtration and chlorinating plant with sufficient 
capacity to treat the water every 614 hours (the 
State law requires at least every 8 hours). 


There are 20 operating rooms in the hospital, 
including the delivery rooms in the obstetrical 
department. The main surgery is on the fifteenth 
floor and one of the operating rooms has a large 
amphitheatre connected with it which can ac- 
commodate 200 persons. These operating rooms 
are all provided with so-called “preparation” 
rooms; and also with “recovery” rooms where the 
patients are taken after the operations to receive 
special care, not being returned to their wards 
until all effects of anesthesia have passed. Every 
operating room in main surgery has its special 
pair of sterilizers; each one also has lines for 
compressed air and vacuum, with five different 
anesthetic gases piped to the operating tables, 
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every precaution being taken to prevent the tragic 
accidents that occur occasionally in connection 
with these gases. 


In the pediatric department there are 338 chil- 
dren (3-26-34), and just a word should be said 
about what is being done for them besides the 
regular professional care required in their indi- 
vidual cases. There are 5 teachers employed by 
the Board of Education for the regular school 
time to teach these children in so far as their 
physical conditions permit, according to the regu- 
lar school curriculum. There are two workers 
under supervision of the nursing department 
whose duty it is to keep the children occupied and 
entertained as much as possible, thus assisting 
in their recovery. These workers act as hostesses 
at the children’s parties and not the least of their 
duties consists of guiding and teaching them in 
various branches of physical hygiene. 


The children who are convalescing on their sun 
terrace off the pediatric ward on. the second floor 
are provided with amusements in the way of sand 
pile, an aviary and a monkey cage; rather, they 
are to be when the aviary and monkey cage are 
furnished with inhabitants. That is one of the 
things yet to be done. 


The Library (maintained as a branch of the 
County Public Library) provides 4,000 to 5,000 
volumes in its general section for the use of pa- 
tients primarily ; and 2,600 volumes in the medical 
section for the students, nurses, and doctors. The 
circulation of the library for the year ending July 
1, 1933, was 75,000 volumes. 
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Entice your patients 


Dogwood 
Pattern 


SONG true china 


Syracuse China 


With Syracuse China you have a 
large group of pleasing open-stock 
patterns to choose from which afford 
a pleasant departure from the usual 
“institutional” atmosphere. A typical 
example of the cool, pleasing, appetite- 
stirring design is the Dogwood Pattern 
illustrated above. 


Syracuse TRUE China is hard-fired 
. . . fully-vitrified — and that means 
that it will not crackle, craze or become 
discolored, even under heavy usage. 
Help your patients to want to eat more 
by serving them on china that helps to 
stimulate their appetites. Ask your 
jobber to show you the many delight- 
ful Syracuse China patterns! 


made by 


ONONDAGA POTTERY CO., SYRACUSE, N. Y. 
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MACHINERY CORPORATION 


111 FOURTH AVENUE - NEW YORK, N. Y. 


COMPLETE LAUNDRY EQUIPMENT 
SERVICE FOR THE INSTITUTION 





There is a large drug department, comparing 
most favorably with any drug. store in Los.An- 
geles. Already we are beginning to wonder if 
it is large enough. There are five registered 
druggists with two assistants assigned to the new 
building alone from the drug department staff, 
which serves the entire institution. 


There are 100 small branch laboratories on 
wards and in miscellaneous places throughout the 
institution. At present 42 of these are equipped 
and in use. This is in addition to the main lab- 
oratory which occupies one complete wing of the 
building on the second floor and has a total floor 
space of 19,000 square feet. This laboratory is 
equipped with glass specimen cases with storage 
and viewing space for specimens of pathological 
value which can be used by the doctors in their 
studies and research work for the benefit of fu- 
ture patients. 


Attached to the morgue department are two 
necropsy amphitheatres, one equipped for two 
necropsies and the other for one. The crypts in 
the mortuary provide space for 47 bodies and the 
arrangements for the care of deceased persons 
are most complete and up-to-date, not excelled by 
any such department in any institution in the 
country. There is a special viewing crypt where 
relatives or friends may see a particular deceased 
person. without going into the morgue proper. 


The laundry which serves the entire hospital 
is operated in a most efficient manner, comparing 
most favorably with any good-sized commercial 
laundry in the city. Every month 1,050,000 pieces 
of flat work pass through its hands in addition 
to 60,000 employees’ uniforms and personal laun- 
dry for 2,000 employees who receive this service 
as part of their compensation. The new building 
alone uses, on a conservative estimate, 8,000 
sheets per day, 4,400 slips, 6,000 towels, 2,300 
spreads and 4,100 blankets of various kinds and 
sizes. This includes such supplies sent to the 
operating rooms and clinics. 


Every ward is provided with a utility room, 
and every utility room has a rubbish chute, sound- 
proofed and fire-proofed, connecting with the col- 
lection rooms in the basement. The rubbish be- 
fore being removed to the general incinerator, is 
examined for articles which may have gone to the 
chutes by mistake. There is also a linen chute 
in every ward utility room connecting with the 
soiled linen rooms in the basement. The linen 
likewise is examined before it makes its way to 
the laundry, for such articles as false teeth, 
watches and coins that may have been picked up 
with the bedding. 


On the hospital switchboard there are 594 work- 
ing stations—and this does not cover the 39 in- 
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tercommunicating systems, each one of which has 
its own group of stations, some of them number. 
ing as high as 45. 


There is a master clock in the superintendent’s 
office with 128 secondary clocks scattered about 
the plant. There are eight second-beat clocks for 
use in the operating rooms, where seconds mean 
lives. There are also four time-recording clocks, 
to enable the employees to account for their time, 
and 106 time stamps equipped with clocks for use 
in recording arrival of patients at various depart- 
ments, the operating rooms, etc., and for record- 
ing the receipt of papers and reports. 


The tunnel which connects the new building 
with the older structures on the grounds is 1,150 
feet or one-fifth of a mile long; and to facilitate 
the transfer of supplies and patients through this 
tunnel an electric tram car has been provided, 
with 22 trailers. 


The 527 washers and sterilizers include 400 
bed-pan washers and 14 bed-pan sterilizers. The 
sterilizers in the operating rooms have a double 
set-up and include special blanket warmers. There 
is one large disinfector with space for at least 
a dozen mattresses at one time. 


The utility department maintains a regular 
crew of floor-scrubbers, floor-washers, and win- 
dow-washers. All floors are scrubbed on an aver- 
age of twice a week with mechanical appliances 
maintained for that purpose. The windows (3,826 
of them) are all washed regularly, the window- 
washing crew beginning at the top of the building 
and working down, floor by floor, then returning to 
the top once more to repeat the operation. 


Elevators can be operated either manually or 
automatically. They are self-leveling, coming to 
the exact floor level before the doors open—this 
is a safety measure. Every elevator shaft is heated 
and each cab besides is furnished with an. electric 
heater and equipped with a telephone. All cabs 
are large enough to accommodate beds with plenty 
of room to spare. There are 17 elevators in the 
building with four dumb-waiters. 


One of the most elaborate master-key systems 
ever built was built especially for this hospital, 
to care for its 13,000 locks. It comprises 269 
master keys, controlled by 19 grand-masters, in 
turn controlled by four great grand-master keys 
(two for cabinet locks and two for door locks). 
A completely new section was built to take care 
of the locks and an index of 335 pages (8 by 10! 
inches in size) was published to record the keys. 
This index is used in the engineering colleges of 
southern California for the students in. architec- 
ture and mechanics. Key cabinets were built 
especially for the job. 
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BED PANS 


were never intended 


YOU SAVE 
MONEY ON 


for such “Service” 


as THE... 


LONGER LIFE 
LESS TEARING 
NO DETERIORATION 


found out about 


ENAMEIWARE 


Checking quality standards of merchandise is 
an onerous task. But truth is worth an effort. 
And we consider it our function to investigate, 
to get our own facts, and to believe what we 


Check them, in your own hospital, and you will 


find (as some of the largest hospitals in the world 


have) that Wiltex and Wilco Latex Surgeon’s 
Gloves are the most economical in the long run. - 
Their extra toughness cuts down accidents—re- 
duces deterioration and makes possible many 
more trips to the Autoclave. In fact, the average 
cost per pair for each operation with Wilco is only 
8/10 of a cent. Ask your Surgical Dealer to supply 
you with these internationally famous Wilson 


gloves and watch your glove costs go down. 


The WILSON RUBBER CO. 


ourselves can learn rather than what we hear. 


Testing enamelware is a typical and interest- 
ing example of our procedure, First, we put 
representative samples of bed pans from var- 
ious sources in a giant Test-Tumbler—a twelve 
foot slowly revolving drum that carries objects 
high in the air, drops them, tumbles them 
about—a severe test, simulating years of abuse 
in a fraction of an hour. This was to check for 
strength and chipping. Then we took other 
pieces, burned them, heated and chilled them, 
subjected them to acids—carried out a system- 
atic program of destruction. 


Records of the tests were kept and analyzed. 
Certain manufacturers’ products withstood the 
tests better than others. These manufacturers 
now supply us with enamelware for hospital 
service ... because we know we can put the 
Will Ross unconditional guarantee back of 
their merchandise. 


Hospital supplies and equipment must give 
good service. 


WILL URRY INCORPORATED 


Wholesale Distributors and Manufacturers 


World's Largest of Rubber Sloues 
CANTON, OHIO ns me aia 
° ospita upplies 


3 100 WEST CENTER ST. + MILWAUKEE, WISCONSIN 
Sole Canadian Agents “ 


J. F. HARTZ CO., Ltp. - TORONTO - MONTREAL A 3008-17 
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The basement of the building where the engi- 
neering units are housed is a maze of tanks, con- 
duits, pipes and wires, and the boards which con- 
trol all the equipment with their delicate machin- 
ery really constitute another element of strength 
and beauty. There is a steam-distribution room 
where the high pressure steam is brought from 
the power plant and the pressure reduced and 
turned into the various systems for the building. 
There is another room called the “Water Distribu- 
tion Room” where the water from the city supply 
is softened and heated for the different systems 
throughout. 


The water is from two separate city reservoirs 
and there is a sufficient supply for twelve hours’ 
use in the storage tanks of the institution at all 
times. There are two water systems throughout 
the building, one for soft water and one for raw. 
Soft water is used for all lavatories, baths, and 
kitchens; the toilets are served with raw water. 
There is no connection between the systems, con- 
tamination thus being practically impossible. 


There are three electrical power systems. The 
Bureau of Power and Light delivers the electrical 
current from a hydro-electrical plant; duplicating 
the service from a steam-driven plant; and a third 
supply comes from the Edison Company. 


In addition to the large refrigerator boxes in 
basement and kitchen, taken care of by the main 
refrigeration plant, there are 84 separate electric 
refrigerators, one in each ward and one in the 
laboratories. There are separate cooling units for 
the drinking water in the dining rooms and a 
special ice-water cooling system for the x-ray de- 
veloping tanks, so that the temperature of the 
solution can be kept down to 65 degrees. 


Personnel 


The attending staff of the institution numbers 


509 and these physicians, it is estimated, give at 
least $6,000,000 worth of their time to the service 
of the patients in the hospital each year. 


There is a total number on the pay-roll of 2,907, 
including 191 members of the house staff and 
interns, 1,330 in the department of nursing, 600 
in the culinary and housekeeping departments, 
and 180 clerks in the record department alone. 
There are seven gardeners who give their entire 
time to the grounds of the new hospital. The 47 
social workers and the librarians appear on the 
pay-rolls of other county departments. The me- 
chanical department has a crew of nearly 100 
mechanics skilled in their particular lines of work. 


Patient Population 


The population of the hospital for the month 
of February, 1934, is shown by the table of pa- 
tients recorded: 


PATIENT RECORDED FOR ONE MONTH 


On hand at beginning of month 
Total admissions for month 

Total births 

Total deaths 

Total discharges 

Patients on hand at end of month 
Daily average in-patients 

Daily average out-patients 


At this writing (March 26, 1934) there are 
1,812 patients housed in the new building. The 
average length of time that the patients spent in 
this department of the hospital for February, 
1934, figured at 13.98 days. 


During the year 1932-33 patients born in the 
United States, of the white race, figured at 66.4 
per cent of the total patient population; Mexicans 
at 16.5; English 1.1; Negro 5.3; and Russians at 
1.7 per cent. 





Managers Hold Conference 


Ten of the twenty-six divisional and territorial 
managers of The J. B. Ford Sales Company re- 
cently met at the Columbia Club in Indianapolis 
for a two-day discussion of the many cleaning and 
washing problems which are solved with the use 
of Wyandotte Products. These men are well 
known to many of our readers. They are G. T. 
Robinson, Central Division Manager and manager 
of Cleveland territory; H. L. Priest, Detroit; 
F. 8S. DuGray, Grand Rapids; C. W. Troxell, Cin- 
cinnati; E. L. Mead, Buffalo; Gail Eldridge, In- 
dianapolis; E. F. Venard, Pittsburgh; W. C. Diz- 
ney, St. Louis; J. P. Robinson, Louisville; and 
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J. A. Crowley, Mid-Western Division Manager and 
manager of Chicago Territory. 
——— 


A New Catalog Featuring Sutures 


Interest in sutures is heightened by the produc- 
tion of a beautiful catalog designed and laid out 
by Scanlan Laboratories, Inc., to give you precise 
information about these important products. 

In this book they have adopted the terminology 
recently prescribed by U.S.P. in describing surg!- 
cal gut sutures. Scanlan Laboratories (a sub- 
sidiary of Scanlan-Morris Company), specialize 
in the production of non-boilable type of sterile 
surgical gut and also manufacture an extensive 
group of non-absorbable sterile suture materials. 
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Colorful Sanvale draperies, casements, 
bedspreads, slipcover materials and 
screen filler materials add the com- 
fort of tasteful, just-like-home sur- 
roundings to convalescence in your 
wards or private rooms. Sanvale 
Fabrics are woven with Mohair... 
sanitary, dust and dirt repellant, 


washable, crisp, clean and fresh. ° ° S 


L. C. CHASE AND COMPANY 
SANVALE FABRICS CHASE Selling Division of the Goodall Sanford Industries 


--- BY GOODALL 295 FIFTH AVE., NEW YORK CITY 











THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only 
members carefully selected for the particular po- 
sition are notified of vacancies. 


Write the 
PRESSURE GAUGES . . . Clocks, thermometers, or 


PLACEMENT BUREAU other OUTSIDE indicators cannot show PENETRA- 


TION of heat to the center of dressing bundles. This 
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News of Interest to the Hospital Field 


Dr. E. W. Adair has assumed his new position 
as assistant administrator of the City Memorial 
Hospital, Winston-Salem, North Carolina, suc- 
ceeding A. Douglas Kincaid, who resigned to ac- 
cept the position of administrator of Southside 
Hospital, Farmville, Virginia. 

ictal 

Olive A. Alling, director of nursing at the Law- 
rence and Memorial Associated Hospitals, New 
London, Connecticut, for the past three years, 
has resigned as of July 1, 1940. 

ae ae 

Abraham Asowsky has been appointed assistant 
superintendent of the Bronx Hospital, Bronx, 
New York. 

a eee 

D. R. Glen Bell has been appointed medical 
superintendent of the Ottawa Protestant Chil- 
dren’s Hospital, Ottawa, Canada, succeeding Dr. 
Frank E. Earle who resigned to take up private 
practice. 

scaitiiiilinedtaieas 

John L. Burgen resigned as superintendent of 
the Citizens General Hospital, New Kensington, 
Pennsylvania, effective March 1. 

ae ee 

Mrs. Clara Burk is superintendent of the Night- 
ingale Hospital, the new Wharton County Hos- 
pital at El Campo, Texas, which was formally 
opened on December 10. 

aliases 

Dr. F. S. Dixon succeeds Dr. Louis Magee as 
head of the Natchez Charity Hospital, Natchez, 
Mississippi. 

icc ite 

Willard P. Earngey has succeeded Robert Car- 
roll O’Brien as administrator of the Cherokee 
County Hospital, Gaffney, South Carolina. Mr. 
O’Brien is now superintendent of the new York 
County Hospital, Rock Hill, South Carolina. 

ine 

Carrie E. Haugen has assumed her duties as 
superintendent of the Kittson War Veterans’ 
Memorial Hospital, Hallock, Minnesota. 

cesium. 

Alford R. Hazzard, formerly administrator of 
Easton Hospital, Easton, Pennsylvania, has been 
selected as the head of Chestnut Hill Hospital, 
Philadelphia. 


——< 
Dr. Oscar C. Heyer, formerly medical director 
of Madison County Tuberculosis Sanitarium, Ed- 
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wardsville, Illinois, has been appointed superin- 
tendent and medical director of Kansas City 
Tuberculosis Hospital, Leeds, Missouri. 
Suitable 
Dr. Donald High has succeeded Dr. Norman 
Bruce as assistant superintendent of Pondville 
Hospital, Wrentham, Massachusetts. 
seishsitaiscaitas 
Anna M. Holtman, R.N., superintendent of the 
Christian Welfare Hospital, East St. Louis, IIli- 
nois, died recently. 
Pee 
Jennie M. Hooper, superintendent of the Wayne 
County Memorial Hospital, Honesdale, Pennsyl- 
vania, resigned, effective March 15. 
soilplialeliliia siete 
Winifred B. Kelley, R.N., has assumed her new 
position as supervisor of the Fever Therapy De- 
partment, St. Joseph’s Hospital, Albuquerque, 
New Mexico. 
ee ae 
Dr. A. P. Merrill has assumed his duties as as- 
sistant director of St. Luke’s Hospital, Chicago. 
Dr. Merrill was formerly assistant superintendent 
of San Francisco Hospital, San Francisco, , Cali- 


fornia. 
—__— 


Dr. N. J. Minnish has been appointed superin- 
tendent of the Dynevor Tuberculosis Hospital for 
Indians, north of Selkirk, Manitoba, Canada. 

wcantilliiniians 

M. T. Morgan has succeeded Carl I. Flath as ad- 
ministrator of the Wellesley Hospital, Toronto, 


Canada. 
—_————— 


Alice M. Morse, formerly principal of the School 
of Nursing of Eastern Maine General Hospital, 
Bangor, Maine, has been appointed principal of 
the School of Nursing and Director of Nursing 
Service of the Children’s Memorial Hospital, Chi- 
cago. Margaret Ingersoll, who has acted as prin- 
cipal of the School since the death of Minnie E. 
Howe, will resume her duties as educational di- 


rector. 
—_—~<.>____ 


Dr. K. I. Murray succeeds Dr. W. E. Bryans as 
medical superintendent of the Galt Hospital, Leth- 
bridge, Alberta, Canada. Dr. Bryans resigned 
after serving in that position for fifteen years. 


—_>—_—_ : 
Mrs. A. M. Overturf has been named superin- 
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Below, the Refinite in- 


stallation in Presby- 
terian Hospital. 
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ment. REFINITE equipment has 


made these savings possible. 
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HOSPITAL 
ADMINISTRATORS 


say that it pays te keep the American 
Journal of Nursing on their reference 
shelves. It is a source book on nursing 
and nursing education in hospitals. When 
questions about nursing arise they can be 


solved with the aid of 
The American 


Journal of Nursing 


50 West 50th Street, New York City 
Please send The American Journal of Nursing 


1 year $3 O 2 years $5 (1 


(Canada 50¢c extra a year) 


$2.50 each in clubs of 2 or more 

















tendent of the Peninsula Hospital, Ilwaco, Wash- 
ington. 
Face + ae ey 
Marc C. Reed is the new business manager of 
the James W. Sheldon Memorial Hospital, Albion, 


Michigan. 
——< 
Herbert Schacht has been appointed business 
manager of St. John’s Hospital, Red Wing, Min- 


nesota. 
ree eee 
Esther Siurua has resigned as superintendent 
of Jackson County Hospital, Pascagoula, Mis- 
sissippi. 
ees 
Sister Theresa, R.N., has been appointed ad- 
ministrator of Misericordia Hospital, New York 
City, succeeding the late Mother Marie. 
saceliisindaaeds 
Lillian M. Thompson, R.N., has been appointed 
superintendent of nurses of Arroyo Del-Valle 
Sanatorium, Livermore, California. 
seciaialialitctea 
Dr. Chester A. Waterman has tendered his res- 
ignation as superintendent of the Norwich State 
Hospital, Norwich Connecticut, effective May 1. 
er Ser eee 
B. W. Wentz succeeds G. Harold Weiss as super- 
intendent of Ashland State Hospital, Ashland, 


Pennsylvania. 
aici 
Rev. Paul R. Zwilling, assistant superintendent 
of the Evangelical Deaconess Hospital, St. Louis, 
Missouri, has been named superintendent of that 
institution. Rev. Zwilling succeeds Rev. F. P. 
Jens, superintendent for the last forty-three years, 


who resigned because of ill health. 
cladding aa 
Montreal, Canada—The new wing of the Chil- 
dren’s Memorial Hospital, Montreal, Canada, 
which will add forty-five or fifty beds to the hos- 
pital accommodations, will contain new operating 
suites, x-ray department, laboratories, kitchens, 
dining rooms, a large theatre for students, and 
class rooms. 
en an 
Marshallton, Delaware—The contract for the 
construction of the new Edgewood Sanatorium, 
Marshallton, Delaware, was let on March 1 and 
construction started on March 12. 
eee ee 
Milledgeville, Georgia—The new Georgia State 
Mental Hospital in Milledgeville, Georgia, one of 
five which have been provided for, is nearing 
completion. The new hospital will accommodate 
625 patients. 
ee ee 
Collinsville, Ilinois—Five prominent citizens of 
Collinsville, Illinois, have been authorized to apply 
for a charter for the Collinsville Hospital Asso- 
ciation which will establish a not-for-profit, non- 
political, non-sectarian hospital for Collinsville. 
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Monticello, Illinois—The John and Mary f, 
Kirby Hospital, which is being erected on Allen F, 
Moore’s forty-four acre estate in Monticello, Illi- 
nois, is now in the course of completion. The 
funds for the construction were provided by a 
trust fund of $100,000 left by John Kirby, a prom- 
inent Monticello landholder, at his death jin 
1919, and an additional $100,000 was left by his 
wife Mary E. Kirby at her death in December, 
1938. 


ee ee 

Pittsfield, Illinois—The architect’s plans for the 
new Pittsfield Community Hospital, Pittsfield, 
Illinois, have been approved. This institution is 
being built under the sponsorship of the Common- 
wealth Fund of New York City. 

aipkaddititasibaiings 

Bluffton, Indiana—The new Caylor-Nickel Hos- 
pital, Bluffton, Indiana, was formally opened on 
February 25. 


sdetails 

Logansport, Indiana— The Logansport State 
Hospital, Logansport, Indiana, formally opened its 
new $40,000 surgical and medical center on Feb- 
ruary 22. Dr. C. L. Williams is superintendent 
of this institution. Construction is now well ad- 
vanced on three additional three-story buildings, 
each being erected at a cost of $225,000, and they 
will be completed by May 12. These three units 
will consist of a men’s ward, women’s ward, and a 
personnel building. 

inate ata 

Salisbury, Maryland—Brady J. Dayton, super- 
intendent of the Peninsula General Hospital, Salis- 
bury, Maryland, announces that the work on the 
new $150,000 addition has been started, and the 
building will be completed by November 1. The 
new addition will provide accommodations for 
seventy-seven patients. Funds for this work were 
raised in a peninsula-wide campaign which brought 
in more than $150,000. 


a 

Ann Arbor, Michigan—St. Joseph’s Mercy Hos- 
pital, Ann Arbor, Michigan, will start construc- 
tion on March 10 on the new five-story addition. 
The addition will be completed in August and 


will increase the hospital’s capacity to 225 beds. 
————__>—————. 
Glenwood, Minnesota— The Glenwood Com- 


munity Hospital, Glenwood, Minnesota, has been 
formally opened. Dina Bremness is superintend- 
ent of the new institution. 
dchalibeacai 

Tiffin, Ohio—Mercy Hospital, Tiffin, Ohio, has 
received a gift of $10,000 from Mrs. William G. 
Purdy, a prominent citizen of that city. Sister 
Margaret Mary is superintendent of Mercy Hos- 
pital. 


<> : 
_ Butler, Pennsylvania—Butler County Memorial 
Hospital, Butler, Pennsylvania, which recently 
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R ATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
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Commercial announcements accepted at the same rate. 


Remittance must accompany classified advertisements. 





CONSULTANTS 


POSITIONS WANTE D— (Continued) 





CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania and 
Rome, Pennsylvania 





POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 
Director, Charlotte M. Powell, R. N. 


Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a su- 
perior type of personnel. 


AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. 


WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—Graduate nurse well known in the ad- 
ministrative field is available; graduate of Teachers’ 
College and eastern training school; twelve years ad- 
ministrator fairly large hospital; Fellow American Col- 
lege of Hospital Administrators. No. 723. 


DIRECTOR OF NURSES—Bachelor’s degree from eastern 
university ; M.A., Columbia; graduate of eastern training 
school; graduate training in public health nursing and 
administration; nine years, director of nurses, larg 
teaching hospital. No. 724. 


ADMINISTRATOR— Young physician who has had six years’ 
experience as superintendent of a medium-sized private 

- hospital is available; Fellow of the American College 
of Hospital Administrators; active in affairs of various 
hospital organizations; age, 35; will consider assistant- 
ship. No. 725. 


RADIOLOGIST—Young radiologist is available; B.S., B.M., 
M.D. degrees, state university; Ph.D. in radiology; 3% 
years’ graduate work, teaching fellow and instructor in 
radiology, university medical school; teaching consists 
of x-ray diagnosis and x-ray and radium therapy. No. 


(20, 


PA'THOLOGIST—Bachelor’s and medical degrees from state 
university ; two-year residency in pathology; two years, 
assistant pathologist, 500-bed hospital; three years di- 
rector of laboratories, fairly large hospital; certified by 
Board. No. 727. 


RESIDENT: Young physician who will complete internshin 
July first wishes additional year of training; unmarried; 
licensed in New York; will go anywhere. 


NORTH’S HOSPITAL REGISTRY 
Lena North, Director 
408 Republic Building 
Louisville, Kentucky 


ADMINISTRATORS: (a) Male, age 46, college man, thor- 
ough preparation in hospital administration; 12 years’ 
administrative experience; has just completed an ex- 
tensive building program; very fine in both administra- 
tion and construction. (b) Assistant, one year of ad- 
ministrative internship large hospital; good business 
experience; ambitious young man, well qualified to act 
as assistant superintendent large hospital or superin- 
tendent of a small institution. (c) R. N., reg. Texas, 
Calif.; two years’ college work, course in Hospital Ad- 
ministration and Supervision School of Nursing Colum- 
bia University. Several years’ actual administrative ex- 
perience; has real interest in her profession, coupled 
with energy and ability of a high order. (d) Reg. Mich., 
N. Y.; wide experience, capable, conscientious, thor- 
oughly conversant with the art of Hospital Adminis- 
tration. 


DIETITIANS: (a) B.S. degree Columbia University; dietetics 
Jefferson Hospital; experienced both as hospital and 
cafeteria dietitian. Excellent buyer, good teacher, as- 
sumes responsibility. (b) B.S. degree, member ADA; 8 
years’ experience large eastern hospital; knows how to 
organize her work and carry it out successfully. 


PATHOLOGIST-ROENTGENOLOGIST: Eighteen years’ ex- 
perience; available after resignation present position; 
excellent personality; prompt, efficient, courteous, hon- 
est. Not particular as to location. 


PHYSICAL THERAPY TECHNICIAN: Age 33, New Haven 
graduate with 10 years’ experience 250-bed hospital. A 
thoroughly trained, efficient, and co-operative worker. 
Prefers an eastern location. 


RECORD LIBRARIANS: (a) A.B. and R.R.L. degrees; 
studied Record work in one of the approved schools; 18 
months’ experience; tactful, energetic, progressive. 
Splendid work in a difficult reorganization job. Prefers 
an eastern location. (b) Age 33; ten years in charge 
of record department 225-bed hospital; good medical 
stenographer. Said to be capable of holding any position 
in her field of work. 





POSITIONS OPEN 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATORS—(a) Medical administrator; fairly 
large hospital which will double capacity within next 
year; excellent location. (b) Assistant administrator ; 
young physician or layman with master’s degree in hos- 
pital administration preferred; hospital group has com- 
bined capacity of nearly a thousand beds. (c) Expe- 
rienced and well educated graduate nurse to take charge 
of 90-bed hospital; privately operated, well equipped, 
and well endowed; all-graduate staff; outstanding 
woman required. No. 72 

DIRECTOR OF NURSES—To succeed woman who has held 
position fifteen years; teaching hospital averaging 400 
patients; medical superintendent. No. 721 


FACULTY APPOINTMENTS—(a) Science instructor; pri- 
vate hospital; excellent school; must be qualified assume 
full charge of teaching program; September appoint- 
ment; southern metropolis. (b) Science instructor; fair- 
ly large school; university town; East. (c) Nursing 
arts instructor; August appointment; college trained 
woman experienced in teaching required; 200-bed hos- 
pital; Chicago area. (d) Sciencé instructor; fairly 
large school; California. No. 722. 
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opened its new $200,000 nurses’ home, is remodel- 
ing and re-equipping the x-ray department. -The 
diagnostic equipment is being replaced, and ap- 
paratus for urography and therapy is being in- 
stalled. This improvement will cost approximately 
$12,000. 


oe eee 


Philadelphia, Pennsylvania—Ground was broken 
on February 10 for the construction of the new 
Philadelphia Psychiatric Hospital, Philadelphia, 
Pennsylvania. This institution will be devoted 
entirely to low-income men and women whose 
minds have given away under the strain of life, 
but for whom there is hope for recovery. 


ee 


Pittsburgh, Pennsylvania—The Shadyside Hos- 
pital, Pittsburgh, Pennsylvania, has started con- 
struction on a $470,000 addition which will con- 
sist of a six-story unit which will provide living 
quarters and classrooms for nurses, and quarters 
for the dispensary. The new unit will be com- 
pleted within ten months. 


——_~>——_ 


Morgantown, West Virginia—The new Monon- 
galia County General Hospital, Morgantown, West 
Virginia, has been completed and was officially 








opened on February 25. It was erected at a cost 
of $250,000. 
PORTS UE rat 
South Charleston, West Virginia—Dr. R. H. 
Dunn’s new $125,000 Hospital, South Charleston, 
West Virginia, has been completed and is ready 
for occupancy. 
a ee 
Eau Claire, Wisconsin—Contracts for a $75,000 
addition to the Luther Hospital, Eau Claire, Wis- 
consin, were awarded on March 1. The new addi- 
tion will house the new maternity ward and the 
hospital diet kitchen. All of the nurseries will be 
air conditioned; the birth room will be soundproof 
and will have special lighting arrangements. 


eee eke 


Kenosha, Wisconsin—St. Catherine’s Hospital, 
Kenosha, Wisconsin, is planning for a new 
twenty-four room addition to cost $26,000. The 
three-story wing will provide for private, semi- 
private, and ward beds. 


— 


Oshkosh, Wisconsin — A Federal grant of 
$114,000 for a modernization program at the 
Winnebago State Hospital, Oshkosh, Wisconsin, 
has been approved by the Works Progress Ad- 
ministration. 





Be 


Coming Meetings 


Ohio Hospital Association, Columbus, April 2-4 

North Carolina Hospital Association, Winston-Salem, 
North Carolina, April 3 

Carolinas-Virginias Hospital Association, Winston-Salem, 
April 4-6 

Hospital Association of West Virginia, Winston-Salem, 
April 4-6 

Virginia Hospital Association, Winston-Salem, April 4-6 

South Carolina Hospital Association, Winston-Salem, 
April 4-6 

Tennessee Hospital Association, Chattanooga, April 8 

Association of Western Hospitals, Los Angeles, Califor- 
nia, April 8-11 

Association of California Hospitals, Los Angeles, April 
8-11 

Mid-West Hospital Association, Kansas City, Missouri, 
April 11-12 

Alabama Hospital Association, Birmingham, April 15 

Iowa Hospital Association, Des Moines, April 22-24 

Kentucky Hospital Association, Louisville, April 25-26 

Arkansas Hospital Association, Little Rock, April 25-26 

Tri-State Hospital Assembly (Illinois, Indiana, Wiscon- 
sin and Michigan), Chicago, May 1-3 

Hospital Association of Pennsylvania, Pittsburgh, May 
8-10 

Kansas Hospital Association, Wichita, May 16-17 

Washington State Hospital Association, Spokane, May 18 

Connecticut Hospital Association, New Haven, May 22 

Hospital Association of the State of New York, Buffalo, 
May 22-24 

Minnesota Hospital Association, Minneapolis, May 23-25 
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South Dakota Hospital Association, Sioux Falls, May 

New Brunswick Hospital Association, St. Stephen, N. B., 
June 6 

New Jersey Hospital Association, Atlantic City, June 6-8 

Catholic Hospital Association, St. Louis, Missouri, June 
17-21 

Hospital Association of Nova Scotia and Prince Edward 
Island, Bridgewater, N. S., June 

Idaho Hospital Association, Boise, July 15 

National Hospital Association, Houston, Texas, August 
11-13 

American Protestant Hospital Association, Boston, Sep- 
tember 13-15 

American College of Hospital Administrators, Boston, 
September 14-16 

American Hospital Association, Boston, September 16-20 


American Association of Nurse Anesthetists, Boston, 
September 16-20 


Maine Hospital Association, Lakewood, September 
Alberta Hospital Association, Calgary, October 
Ontario Hospital Association, Toronto, October 
Vermont Hospital Association, Montpelier, October 
Saskatchewan Hospital Association, Regina, October 
Colorado Hospital Association, Denver, November 13 
Oklahoma State Hospital Association, Oklahoma City, 
November 16-17 


— State Hospital Association, Salt Lake City, Decem- 
er 5 


1941 
Texas Hospital Association, Galveston, February 27, 28, 
and March 1 
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“Inasmuch as pou have done it unto one of the least of these”’ 















"~ Hospital Bay, a dap of thanksgiving and of hospi- 
tality, is celebrated each pear bp our hospitals in the Gnited 
States and Canada on Map 12, the birthday of Florence 
Rightingale. 


f | ithin our doors we welcome former patients and the friends 
and supporters of our institutions. We review for them the 
‘ improvements tohich our hospitals have developed during ibe pear, 
for the care of the sick, and the progress their hospital has made 
since last Hospital Dap. 


sae" of our friends will be our quests. Mew contacts and 
new friendships will be formed. Many of our quests will get 
their first impression of a good hospital, and of the care we take 
., in order to return our patients to their Homes restored in health. 





a Q" this day man’s humanity to man is universally exemplified 
and our communities have a finer and more lasting concep- 
tion of hospitals and of the people who staff them. 


Helping the hospital hours pass quickly 


x 
¥ 
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Y WComiss TaN 


Our National Hospital Day— May 12 


The Lights that Never Fail 








